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these and other timely and informative articles 
scheduled to appear in coming issues. 


The Patient with Fever of Unknown Origin. Max 
Micuakl, Jr., M.D. Never a day passes that a prac- 
ticing physician doesn’t worry about the cause for 
a patient’s fever. This essay points the way to 
solution of such problems. 


Hyperveniilation Tetany. K. Bonpy, m.p, Dr. 
Bondy’s concise article contains a description of 
the altered physiology that leads to hyperventila- 
tion tetany, and the important points in its recogni- 
tion and treatment. He emphasizes that this 
syndrome usually results from a basic emotional 
disturbance. 


Erosive Esophagitis. Gorpon McHarpy, ef al. 
This pictorial essay depicts the problems of erosive 
esophagitis from the authors’ experiences in a 
detailed case study in 80 adult patients. 


Physiologic Approach to the Treatment of Anemia. 
Joun W. Frost, and M. L. Gotpwein, M.D. 
The best approach to the treatment of anemias is to 
appraise each patient from the standpoint of the 
cause involved. Thereafter therapy is directed to 
correct the pathologic defect. 


Therapeutic Advantages of Intermittent Traction in 
Musculoskeletal Disorders. Exnesr H. Bert- 
MANN, M.D. Alternating maximum stretch and 
complete relaxation—intermittent traction—re- 
stores anatomic and physiologic equilibrium to 
painful or displaced limb and spine segments more 
effectively than does continuous traction. Many 
pointers are offered in the use of this method. 


Some Aspects of Psychiatry in General Practice. 
Maurice Hyman, m.v. Dr. Hyman is a general 
practitioner turned resident in psychiatry. Looking 
back from this new vantage point, he offers many 
pointers of practical value for the general practi- 
tioner caring for emotionally ill patients. 


Anatomical Variances of the Cystic and Hepatic Artery 
as Seen During Operations on the Galibledder. 
J. Masor Greene, M.D., et al. This pictorial essay 
points out the anatomical variances of the cystic 
and hepatic arteries that occurred in a series of 
more than 200 consecutive cholecystectomies. 
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SECRETARY'S NEWSLETTER 
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Significant Events 


Ravdin and Hawley 
In the News Again 


Less Total Income 
Going to Physicians 


> The quixotic Paul R. Hawley tilts again at his chosen 
windmills of "unnecessary and incompetent surgery" in the 
August 5 issue of Newsweek. This time he is joined by ACS 
President Isadore S. Ravdin in a so-called "special medical 
report" that reads as though it was deliberately calculated 
to destroy the confidence of people in doctors generally and 
surgeons particularly. 


Hawley's familiar refrain will confuse and dismay those of 
Newsweek's million readers whose doctors, whether they 


be general surgeons or ACS specialists, advise surgery. 

His shocking claim that, "In the case of some operators, 60 
per cent of appendectomies are unjustified" will likely 
plague many doctors whose surgical patients will want to be 
assured that "this trip is necessary." 

Information recently received by GP indicates the offen- 
Sive article may be reprinted by Reader's Digest in an_ 
early issue. This will raise doubt and confusion in the 
minds of another 17 million readers. : 

Identified as a "top ranking" surgeon (Hawley practiced 
briefly as a small town family doctor), the Director of the 
ACS is quoted as saying, "Ninety per cent of the uterine 
suspensions are unnecessary" and that many fibroid removals 
are "definitely unjustified surgery." 

In a letter addressed to Dr. Ravdin, Academy President 
Malcom E. Phelps points out that the article "will 
probably do more to undermine public confidence in the 
profession than any other single contribution in recent 
years." Dr. Phelps adds that leaders of medicine "should 
have learned the ineptness of a blanket vilification." 

Less than a year ago, at a meeting in Chicago, Academy and 
ACS leaders reached agreement on the principle that real or 
fancied turpitude within the profession should not be aired 
in the public press. Dr. Phelps decried the flagrant viola- 
tion by Ravdin and Hawley of an apparently friendly accord. 


> Department of Commerce figures show that doctors are 
sharing in a steadily decreasing wedge of the nation's 
economic pie. 

Although the business and professional slice of the na-— 
tion's total personal income has constantly declined since 
1950, labor has been awarded an increasingly more lion—like 
share. In the seven-year interval, business and profes-— 
sional income has dropped from 10.1 to 8.9 per cent; labor 
has sprinted from 66 to 71 per cent. Others who have appar- 
ently lost out include farmers, landlords and investors. 
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Six Manutacturers 
Speed Flu Vaccine 


Fall Symposium 
Speakers Listed 


> Virus laboratories in six pharmaceutical companies are 
working three shifts, seven days a week, to produce 8 


million cc. of Asiatic flu vaccine by mid-September. Health 
officials currently estimate that this amount will immunize 
only a fraction of the population before cooler weather 
triggers an epidemic striking 15 to 30 million people. 

The USPHS has not announced a priority allocation system 
and currently plans to let manufacturers deal directly with 
state and local health officers. However, Surgeon General 
LeRoy E. Burney says the first 4 million l-cc. doses will 
go to the armed forces and dependents overseas. Burney 
suggests that an additional 5 million doses be earmarked for 
physicians and ancillary medical personnel plus key trans- 
portation, communication and utility workers. On this 
basis, the general public could not expect any vaccine prior 
to late October. The present goal is 60 million cc. by 
February l. 

See late report on current status of impending flu 
epidemic in "Medigrams" opposite page-132. 


>» Seven top antibiotic authorities will participate in 

the one-day Symposium on Infectious Diseases, Saturday, 
September 21. The symposium, jointly sponsored by the 
Academy and the University of Kansas Medical Center, was 
planned following a grant from Chas. Pfizer & Co., Inc., and 
will give members five hours of Category I credit. 

Speakers, and their subjects, are as follows: 

Frederick C. Fink, Ph.D., coordinator of Pfizer's 
Hospital Laboratory Advisory Service, "Evaluation of 
Susceptibility Testing in Antibiotic Therapy." 

Lt. Col. Philip G. Keil, USAF(MC), chairman, depart-— 
ment of medicine, Lackland Air Force Hospital, San Antonio, 
Tex., "Respiratory Tract Infections: Complications and 
Present Therapy." 

A. Stephen Morel, M.D., assistant attending surgeon, 
Long Island College Hospital, Brooklyn, N.Y., "Surgical 
Infections: A Guide to Therapy." 

Laurence Greene, M.D., Mayo Clinic, Rochester, Minn., 
"Urinary Tract Infections." 

Harrison F. Flippin, M.D., professor of clinical micro- 
biology, University of Pennsylvania Graduate School of 
Medicine, "Fever of Undetermined Origin." 

Dr. Ethan Allan Brown, Boston, Mass., "Reactions to 
Antibiotics and Their Management." 

All speakers will participate in a concluding panel 
cussion moderated by Sol Katz, M.D., Georgetown University 
School of Medicine and an associate medical editor of GP. 

A hotel reservation form has been mailed to members 
in the 16 states surrounding the headquarters office. 
Reservations may also be obtained by writing the Housing 
Bureau, Chamber of Commerce, Kansas City, Mo. 

Physicians attending the symposium will later be 


guests of Pfizer at a reception preceding a banguet at 
the Hotel Muehlebach. 
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Herman Beerman, M.D., author of “Significance of a Positive Serologic Test 
for Syphilis,” is a native Pennsylvanian. He graduated from the University of 
Pennsylvania, where he is now professor of dermatology and syphilology and 
chairman of the department in the graduate school of medicine. Dr. Beerman 
served as assistant director of the Institute for the Study of Venereal Disease 
and is now head of the dermatology department at Pennsylvania Hospital. 
He is also an active consultant in dermatology at three Philadelphia hospi- 
tals, including Philadelphia General, the U.S. Naval Hospital and Psychiatric 
Hospital, and for the USPHS, Philadelphia. Page 79 


This Month’s Authors 


Lewis Cozen, M.D., orthopedics-fractures specialist from Los Angeles, Calif., 
is the author of “Office Treatment of Backache.” Assistant professor of ortho- 
pedic surgery at the College of Medical Evangelists, Los Angeles, Dr. Cozen 
is an active staff member in several Los Angeles hospitals, including Orthopedic, 
Wadsworth General, Veterans Administration, General, City of Hope and 
Cedars of Lebanon. He is a consultant for the USPHS and is a fellow of the 
American College of Surgeons and a member of the American Rheumatism 
Association. Dr. Cozen is also the author of two books on orthopedic subjects. 
He is certified by the American Board of Orthopedic Surgery. Page 98 


H. Keith{Fischer, M.D., author of ‘Psychiatric Problems and Progress in 
Drug Therapies,” again publishes in GP. Dr. Fischer, a psychiatrist in private 
practice in Philadelphia, is a graduate of Gettysburg College and Temple 
University School of Medicine. He is assistant professor of psychiatry, Temple 
University Hospital and School of Medicine, and civilian consultant, U.S. Naval 
Hospital, Philadelphia. Dr. Fischer is a member of the American Psychoanalytic 
Association, the AMA, both the Philadelphia and Pennsylvania Medical Socie- 
ties and the American Psychosomatic Society. He belongs to Phi Chi medical 
fraternity, and is certified by the American Board of Psychiatry. Page 92 


John S. Lundy, M.D., has a long record of work in anesthesiology. Author 
of “Current and Prophylactic Treatment of Surgical Shock,” Dr. Lundy is 
senior consultant, anesthesiology section, Mayo Clinic, and professor of anes- 
thesiology, the Mayo Foundation for Medical Education and Research, Univer- 
sity of Minnesota. He is past president of the American Board of Anesthesiology 
and the American Society of Anesthesiologists, past chairman, Anesthesiology 
Section of the AMA and a member of the medical advisory committee of the 
American National Red Cross. In 1948, Dr. Lundy received the Distinguished 
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Service Award of the ASA. 


Robert L. Mayock, M.D., is assistant professor of clinical medicine at the 
University of Pennsylvania and chief of the pulmonary disease section, depart- 
ment of medicine, at the University of Pennsylvania Hospital. Author of “Ob- 
structive Pulmonary Emphysema,” Dr. Mayock graduated from Bucknell Uni- 
versity and the University of Pennsylvania Medical School. He is a diplomate 
of the American Board of Internal Medicine and a fellow of bath the Ameri- 
can College of Physicians and the American College of Chest Physicians. Dr. 
Mayock belongs to the American Trudeau Society and the American Federation 
for Clinical Research. Page 108 
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Yours Truly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


“Copy Boy” 


Dear Sirs: 

Armour Laboratories’ June Bidrolar ad was a dandy. Per- 
haps the advertising agency would care to consider the fol- 
lowing copy for subsequent Bidrolar ads: 

“Have your hemorrhoids shrunk to a new low? Does your 
anal sphincter vibrate like a harp string? Do your knees 
knock? Do you have B.O. or halitosis? Has your appetite 
increased ? Decreased ? Are your aching arches falling ? How 
about your hair? Do you dislike Scotch whiskey and women ? 

“Ah ha! I know exactly what ails you! You, my friend, 
are ‘fecally frustrated!’ The ‘end? is in sight!” 

I feel sure this copy would be no more amusing than 
that dreamed up by Armour’s agency! 

Arthur N. Jay, M.D. 
Indianapolis, Ind. 


Support for Dr. Lane 


Dear Sirs: 

On page 21 in the June GP I find a comment on an 
article, ‘Office Obstetrics in Rural Practice”. I resent the 
tone of this comment. The author who has chosen to with- 
hold his name sounds like a professor who ex cathedra 
admonishes a pupil, in this case the author of the afore- 
mentioned article and also GP as a magazine. 

I agree more with Dr. Lane than with his critic. I will 
just pick up one of the critic’s objections. He seems to be 
horritied that a woman can be delivered without having her 
pubic hair shaven. Has he ever heard of the so-called modern 
treat nent of lacerations of the scalp ? This modern treatment 
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recommends no shaving of the scalp, but the removing of 
loose hair, combing the hair away from the wound and 
closing it with clips. The principle of this method applies to 
other anatomical areas. A healthy intact skin is a better 
barrier against penetration of germs than any clean shaven 
surface with minute abrasions or cuts. 

Has the doctor, who is withholding his name, ever made 
a home delivery? It still happens to general practitioners 
under certain circumstances. I wonder how meticulous this 
man would be in a shack on a hot summer day with flies, 
mosquitoes and moths all around. 

I admire and respect professors. In their ivory towers 
they apply rigorous methods, but just as much as we need 
professors, we need general practitioners who are honest, 
hard working, ever present, conscientious and trying to do 
their best under the given circumstances. 


Jacques Grunblatt, 
North Creek, N. Y. 


A California physician also joins Dr. Grunblatt of New 
York in supporting Dr. Lane and his article on rural ob- 
stetrics. —PUBLISHER 


Dear Sirs: 

It is most interesting to see the various reactions in 
“Yours Truly” to Dr. W. H. Lane’s article on rural ob- 
stetrics. 

At one time I edited a medical journal and well appreciate 
your position in making selections of the material to be 
used. 

Controversial subjects, and also the resulting letters, make 
very interesting reading. It surely gets one’s mind activated 
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immediately, as one takes sides, either boosting the essayist, 
or jumping on the critic’s neck. 

So it was rather amusing to see the minute dissection by 
E. K. Norfleet (the Val Spar perfectionist), if it were not 
also ironic evidence of his false justification and highly 
magnified reasons for such specialization, leading to un- 
necessary procedures. 

Only two years ago, on locum tenens duty for a friend, 
I delivered a number of babies in their small shacks in the 
Chicago suburban area. There is no hocus-pocus necessary 
to justify a $150 obstetric charge, instead of something like 
$75 which is still good money and reasonable. 

This reminds me of an article many years ago in the 
Ladies’ Home Journal when infant mortality was especially 
under discussion. They gave long statistics also of the 
Chicago Lying-In Hospital, which had the most favorable 
figures. And I happened to know that possibly the majority 
of these cases were home deliveries in the Chicago tenement 
district—yet with this lowest mortality record of anywhere 
over the country. 

It seems to me that our recent graduates are inadequately 
trained. Through their hospital training they have no 
knowledge or conception of what a rural practitioner is 
faced with, and how easily some of these situations, which 
they make so very complicated, can be accomplished simply 
and even more efficiently. 

Simplification and practicability has never harmed any 
subject and it certainly could benefit the young graduate. 
Keep the practical articles, for the practitioner in the field, 
coming. 

I am very disgusted with the didactical and statistical 
quotations. I thought I was through with these when I left 
college. Now to my horror these professors have followed 
me into my private study. An editor, of course, must steer 
a conservative course, otherwise he will receive much un- 
favorable criticism. Yet discussion is healthy and educa- 
tional, it creates progress. 

“Tolerance implies I can listen without being insulted 
and I can talk without being mobbed.” 

J. H. Renner, m.p. 
Santa Cruz, Calif. 


Research by “Outsiders” 


Dear Sirs: 

The moderate apprehension expressed in your editorial 
of March, 1957 relating to the research on hypertension 
about to be instituted by the American Hospital Association 
under a grant from the PHS is most interesting and not 
without surprise. Perhaps any other position might evoke 
misgivings. 

However, an old scientific maxim states that the best 
way to investigate a discipline is to go entirely out of its 
orbit and then to view it “from the outside”. This attitude 
eliminates biased opinions, preconceived notions and the 
making of conclusions merely on the basis of past experi- 
ence, 

We in medicine have a tendency at times to formulate 
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conclusions without first putting new factors through a 
rigorous scientific appraisal. In other words, we know in 
advance. 

As a point in question, before the days of penicillin, 
generations of students of bacteriology noted in their Petri - 
dishes luxuriant growths in the midst of numerous colonies 
of bacteria, surrounded by a halo devoid of bacterial growth. 
Someone long before said that this was due to a “hay bacil- 
lus” and let it go at that. Thereafter all who saw this type 
of growth were expected to call it “hay bacillus” without 
misgivings. Then along came Fleming, a scientist. He would 
not take the traditional interpretation. He explored the 
significance of the phenomenon and came forth with not 
only observations lacking before him in this regard but also 
gave us a monumental clinical application as a result. Thus, 
by discarding the accepted viewpoint of the teachers and 
scientists of his day and by daring to follow the type of 
course traveled by a Pasteur, Fleming took his place in the 
ranks of great medical investigators. 

And so, with obvious things like this in mind, perhaps 
the initiation or supervision of a medical research by “‘out- 
siders,” not only in the field mentioned but in others in- 
cluding malignancy, may be more of a blessing in disguise 
than we suspect. 

F. X. Krynicki, m.p. 
Detroit, Mich. 


The fact remains that the investigations projected in the 
research grant are to be made under the direction of physicians 
and not by hospital experts. For that reason, it seems only right 
that over-all supervision should be by medical (as opposed to 
hospital) experts.—Mepicat Eprror 


Newer and Better 


Dear Sirs: f 

Thank you for sending me your magazine. Even for one 
whose practice is limited I find it excellent and very inter- 
esting. 

I also noticed your advertisers invented a new disease 
“fecal frustration”. That is even better than “‘tired blood”. 

I am a former member. 

Fred A. Rechnitz, m.p. 

Alamosa, Colo. 


Are Doctors A-1 Suckers? 


Dear Sirs: 

Any doctor who reads GP, Medical Economics, his state 
society publication, the Journal of the American Medical 
Association, plus his local newspapers must wonder what this 
country is coming to. I don’t mean it is going to the dogs, 
but I can’t help wondering why social legislation, initiated 
in Europe or the United Nations, is rammed through as 
though Congress represented labor unions and no one else. 

Who decides that Iran, or Iraq, or some province in Africa 
or Asia must have so many million American dollars to 


avoid a great catastrophe? The peculiar thing is that no one 
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Predictable 


MECAMYLAMINE HYDROCHLORIDE 


INVERSINE is chemically different from the 
quaternary ammonium ganglionic blockers, 
and orally is completely absorbed. This en- 
sures a predictable, reproducible and lasting 
hypotensive response—tomorrow’s dose of 
INVERSINE will bring about the same reduc- 
tion of blood pressure as today’s. “This drug 
is completely absorbed when given by mouth 
and has such a gradual onset and offset of 
action that a continuous and effective level 
of blockade can readily be achieved....’’" 
Reference: 1. J. Michigan Soc. 55:154 (Feb.) 1956. 


Dosage: Initial dose, 2.5 mg. twice dally, increased by 2.5 mg. at 2-day 
intervals. Average daily dose 25-30 mg. 

Supplied: 2.5 mg. scored tablets and 10 mg. quarter-sected tablets In bot- 
tles of 100. 


INVERSINE IS A TRADEMARK OF MERCK & CO., INC 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO, INc., PHILADELPHIA 1, PA. 
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ever mentions doing anything for the doctor, the lawyer, 
the merchant, or other people who pay the bills. Even the 
AMA is economically blind. AMA leaders don’t realize that 
doctors are paying other people’s social security tax every- 
time they buy a vial of penicillin or an automobile. We even 
pay no-work wages, vacation pay, and any little bill Walter 
Reuther presents. Every light bulb helps pay for John L. 
Lewis’ UMW Health and Welfare Fund. 

Congress recognizes voting power. John L. Lewis repre- 
sents so many votes. So does Walter Reuther, George Meany, 
and Dave Beck. These men tell our representatives how to 
run the government. They not only tell Congress what to 
do, they tell their men how to vote. They are already raising 
money for the next Congressional elections and the CIO is 
busy getting ready to organize the white collar workers. 
Congress not only listens to these ignorant selfish men, but 
the courts are apparently derelict in their duty when it 
comes to an illegal tax imposed upon each ton of coal, the 
tax imposed by John L. Lewis’ power. No representative of 
the people or the consumer had anything to say about this. 
Nevertheless you and I are forced to pay the tax when we 
burn coal, use electricity, buy a car, or use any steel made 
in this country. 

What can we do in this situation? What can one man do 
or what can all of the members of the AMA do? Nothing. 
We can’t even keep bad laws off of the books which vitally 
affect the medical profession. Our spokesmen in Washington 
only represent a little over 100,000 doctors. Who gives a 
hoot what they think when George Meany has 15 million 
members in the AFL-CIO? Perhaps some one could en- 
lighten me as to just what Mr. Meany’s qualifications are as 
to law, medicine, engineering, teaching or physics? Or is he 
just like John L. Lewis, a big oral cavity with a big pocket- 
book literally filled with money taken from sick coal miners 
and their widows and orphans. 

There is only one thing left to do. We must organize 
a federation of all of the associations, societies, etc. of the 
professional people. By this I mean the county medical 
societies must affiliate with the county bar association, the 
county farm bureau, the retail merchant’s association, 
nurses, technicians, engineers, teachers, accountants, bank- 
ers, veterinarians, dentists, insurance agents, undertakers, 
business men, and women’s societies, ministers, etc. 

All of these organizations must be affiliated on the county, 
the state, and the national levels. The old Democratic, 
Republican, and third party labels must be discarded unless 
these people want to carry all of the costs of all social 
legislation. Walter Reuther and John L. Lewis aren’t going 
to pay, believe me. You and [ are first class suckers, unless 
we get together. 

It isn’t necessary to organize individuals. Just affiliate 
the present organizations that we have from the local min- 
isterial and local bankers on through to the national organi- 
zations. 

In this way, these individual professions can stand to- 
gether as the trade unions do under the AFL. Anything com- 
ing up in Congress affecting any member of the American 
Federation of Professional People will affect all of the mem- 
bers. anything affecting any society will affect all of the 
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societies. Just a little contribution from each organization 
would enable the federation to build a palace in Washing- 
ton such as George Meany or John L. Lewis occupies. 

As the government is apparently unable to do anything 
much during a strike unless we’re at war, the member of 
the American Federation of Professional People could call 
a meeting, and close their stores, schools, churches, and 
offices until the union became more realistic—for a change. 
They would not simply continue to contribute welfare and 
unemployment benefits. 

This group of organizations would not run candidates or 
participate in local or other elections. However, it would 
scrutinize candidates, and it would get busy with the tools 
of the various labor unions and spend just as much money to 
defeat one of their candidates as the unions spend to elect 
a candidate. It’s time someone moved—fast. 

A. Cover, M.D. 
Tazewell, Va. 


Text Appeal 
Dear Mr. Cahal: 


For some time I’ve been wanting to send you a message 
of congratulation on the fine way GP has grown and the 
valuable influence it exerts in improving medical care gen- 
erally. The students, in particular, have found your maga- 
zine a most valuable reading source. 

Harold Jeghers, m.p. 
Professor and Director 
Seton Hall College of Medicine and Dentistry 
Department of Medicine 
Jersey City, N. J. 


“Do legal holidays count?” 
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More About Smoking 


In suNE, 1956, at the suggestion of the American Can- 
cer Society, the American Heart Association, the Na- 
tional Cancer Institute and the National Heart Insti- 
tute, the Study Group on Smoking and Health was 
organized to review the problem of the effects of to- 
bacco smoking on health, and to recommend further 
needed research. Science for June 7, 1957, carried a re- 
port of the Study Group based on six two-day con- 
ferences at which the group examined the world 
medical literature and some unpublished reports, and 
consulted with scientists representing areas of research 
concerned with the subject. 

With respect to lung cancer, the Study Group con- 
cluded, ‘“The sum total of scientific evidence establishes 
beyond reasonable doubt that cigarette smoking is a 
causative factor in the rapidly increasing incidence of 
human epidermoid carcinoma of the lung.”’ That con- 
clusion had its basis in the numerous retrospective 
studies that have shown a statistical association be- 
tween cigarette smoking and the occurrence of lung 
cancer. In addition, support was furnished by two in- 
vestigations in which large male populations are being 
followed prospectively and in which the prevalence of 
lung cancer appears directly related to the amount of 
cigarette smoking. It was noted also that the epidemio- 
logic evidence is substantiated in part at least by labora- 
tory studies on animals. 

The Study Group did not imply that cigarette smok- 
ing is the sole causative factor in epidermoid cancer of 
the lung. In fact, they stated specifically that there are 
other causative environmental factors, including prob- 
ably various atmospheric pollutants, and that other in- 
fluences, such as sex, nutrition and heredity, may 
modify the occurrence of cancer. 

The declarations of the Study Group with regard to 
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tobacco smoking and cardiovascular disease were less 
definite. However, they found enough indication that 
cigarette smoking influences longevity to call for a 
“research program of wide scope that will clarify the 
relationship and association between smoking and car- 
diovascular diseases.”” Smoking was indicted as having 
a direct aggravating effect upon thromboangiitis ob- 
literans. For other disorders—carcinoma of the larynx, 
oral cavity, esophagus, bladder and stomach; peptic 
ulcer; bronchitis; and tuberculosis—the Study Group 
pronounced that there are statistical indications of an 
association with smoking. 

Altogether, the report of the Study Group is sure to 
make cigarette smokers uneasier still. The group is 
convinced that smoking of tobacco is an important 
health hazard, and they called for ‘thorough considera- 
tion of appropriate control measures on the part of the 
official and voluntary agencies that are concerned with 
the health of the people.” The “measures” were not 
specified, since recommendations in that regard seemed 
outside the province of the Study Group. However, it 
is easy to see that there are only two ways to solve the 
problem—by doing away with the use of smoking to- 
bacco or by removing from tobacco the agents that have 
a deleterious effect on health. The former method prom- 
ises health, but only the latter method promises hap- 
piness for all concerned, including the manufacturers 
of cigarettes. 


A Man Is As Old... 


APPARENTLY when people approach their Biblical chron- 
ologic allotment, there is a good deal of variation in 
the way they feel. Entirely apart from other factors, 
some of them have a maturity of mind and spirit that 
keeps them feeling young. True, they are aware that 
they walk more slowly and that their physical vigor and 
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appetite have changed. But they find newness in the 
new day, and look forward to the next. 

In discussing the integrated unity of the patient, in 
Geriatrics for May, 1957, Stieglitz states: “Maturation 
results from cultivated, continued growth of the mind.” 
His criteria for maturity include (1) comprehension 
and emotional acceptance of reality, (2) emotional 
acceptance of the fact that privilege and responsibility 
are truly inseparable, and (3) ability to act upon judg- 
ment for long-term gain rather than for the satisfaction 
of immediate desires. 

Stieglitz adds that the fulfillment of the above criteria 
implies the possession of strong qualities of honesty, 
objectivity, intelligence and courage. 

Under the circumstances, it is not surprising that 
few people attain the maturity that provides them with 
a built-in fountain of youth. There are many deterrents 
to maturation—some endogenous and others environ- 
mental. 

Stieglitz’ comments on the influence of environment 
carry a strong message. In particular, he decries ‘‘the 
characteristically American idolatry of youth and new- 
ness, coupled with assumption that aging equates only 
with depreciation.” He continues: “It is taken for 
granted that competence declines and therefore value 
decreases. Age is held in active disrepute not only by 
society as a whole, but by the aging themselves. The 
elderly hold an image of themselves as going downhill, 
being increasingly unwanted, with no future but to be 
discarded.” 

These thoughts are supported by many signs—em- 
ployment attitudes, retirement policies, educational 
policies, intrafamily relationships, the economic picture 
of ever-growing pension plans. Stieglitz describes that 
last factor as the most dangerous consequence of the 
erroneous assumption that aging is all decline. He 
believes that it accounts for today’s exaggerated appre- 
hension over “insecurity,” and he adds, “The constant 
concern with ‘security’ of most of our population of all 
ages is utterly unrealistic, because security does not 
exist, except as a wish or a hope.” 

The author notes that the defeatist attitude toward 
aging ‘destroys much of the drive to recover from ill- 
ness and to maintain health. . . has led to the generous 
but stupid philosophy that all relatively handicapped 
people (whether by age or otherwise) must be given 
assistance ... has made ‘displaced persons’ of the 
aged.” 

The insidious danger of these American attitudes is 
apparent. They act continually as a deterrent to the 
kind of maturation that ideally should accompany 
chronologic aging. If it is so, that a man is as old as he 
feels, surely these attitudes are best calculated to make 


him feel old. 
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Immunologic Paralysis 


As RECENTLY AS 1952, Bruton reported the first case of 
agammaglobulinemia and started the search for other 
cases in which a peculiar immunologic paralysis :c- 
sults from a deficiency of normal gamma globulin. |n 
their review of the subject, published in the Journal of 
the American Medical Association for June 22, 1957, 
Barrett and Volwiler observe that the search has been 
fruitful. There have been more than 70 published case 
reports. 

The clinical clue to the diagnosis of this strange dis- 
order is the presence of repeated bacterial infections. 
For example, a patient may have pneumonia, menin- 
gitis, bacteremia and otitis media in rapid succession. 
Other patients develop a chronic infectious disease, 
such as bronchiectasis or otitis media. The infections 
are controlled satisfactorily by antibiotic therapy. In- 
deed, if it were not for that fact, hypogammaglobulin- 
emia and agammaglobulinemia might never have been 
discovered as a clinical entity. The hard fact is that the 
patients might have died of their infections before there 
had been an opportunity to study the mechanisms for 
their failure to resist such infections—mechanisms now 
thought to be related to a failure of the plasma cells of 
the reticuloendothelial system to produce antibody- 
containing gamma globulin. 

The cases of hypogammaglobulinemia and agamma- 
globulinemia reported to date fall into four groups: 
(1) congenital agammaglobulinemia, (2) adult hypo- 
gammaglobulinemia, (3) secondary hypogammaglobu- 
linemia, and (4) newborn infants with physiologic 
hypogammaglobulinemia. Barrett and Volwiler describe 
the congenital form as “the expression of a sex-linked, 
Mendelian-recessive genetic defect.” It is a disorder of 
male infancy. For a time, the infant is normal because 
his blood carries a supply of gamma globulin provided 
from the mother’s own body stores. However, soon 
after he reaches 6 months of age, the patient is likely 
to have the first of a series of severe bacterial infections, 
because by this time, his supply of gamma globulin 
will have been depleted. In acquired hypogamma- 
globulinemia, male or female adults lose their ability 
to form antibodies because for unknown reasons they 
stop synthesizing gamma globulin at a normal rate. 
Secondary hypogammaglobulinemia is found in pa- 
tients who have developed a diffuse disease of the 
reticuloendothelial system that interferes with normal 
plasma cell function. This form is seen in multiple 
myeloma, malignant lymphoma, leukemia and other 
related disorders. Physiologic hypogammaglobulin- 
emia is observed in infants from 2 to 4 months of age 
who are slow to begin producing gamma globulin on 
their own. As time passes, they show perfectly normal 
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ability to synthesize the protein, and they do not mani- 
fest a vulnerability to bacterial infections. This last 
group, therefore, is important only because the diag- 
nosis may be confused with congenital agammaglobu- 
linemia. With continued observation, the diagnostic 
confusion is lifted. 

Incidentally, in the course of study of patients having 
immunologic paralysis, Barrett and Volwiler com- 
ment that areas of important side interest have appeared. 
For example, it is a fact that most patients afflicted in 
this way are vulnerable only to bactericl infections. 
They seem to have normal mechanisms for developing 
immunity against viral diseases. Quite obviously that 
fact has opened up an area of intense research into the 
differences of immune mechanisms for the two types 
of infections. Also, patients with agammaglobulinemia 
have afforded an opportunity to study the immunolog- 
ic phenomena that attend tissue transplants. It has 
long been known that normal individuals always reject 
tissue grafts from unrelated donors. Not so the patient 
with agammaglobulinemia. His immunologic paral- 
ysis enables him to accept a tissue graft from an un- 
related donor. 

In the treatment of a patient who lacks gamma 
globulin and therefore cannot produce antibodies, the 
prime consideration is prompt, effective antibiotic 
therapy of the infection of the moment. As was men- 
tioned heretofore, when bacterial infections have come 
successively, the physician is obliged to consider that 
the patient may lack gamma globulin. When that fact 
is confirmed, considerable protection can be afforded 
to the patient by giving him injections of pooled human 
gamma globulin every two to four weeks. 

Barrett and Volwiler carefully describe how a diag- 
nosis of hypogammaglobulinemia can be confirmed. 
Thus, presumptive confirmation derives from the find- 
ing of a low level of total globulin, a low or absent 
isohemagglutinin titer, demonstration of inability to 
synthesize specific antibody after injection of an antigen 
such as typhoid or diphtheria vaccine, and an abnor- 
mally low value (0 or 1 unit) for the zinc sulfate tur- 
bidity test of Kunkel. When these presumptive tests 
are positive, the diagnosis can be clinched either by 
complicated immunochemical techniques based on the 
precipitin method or more simply by using electro- 
phoresis of serum to show that the concentration of 
serum gamma globulin is deficient. 

These diagnostic considerations are important. Con- 
firmation of the diagnosis provides an opportunity to 
protect the patient by means of regularly spaced injec- 
tions of pooled human gamma globulin. However, this 
is not a treatment to be undertaken lightly on pre- 
sumptive evidence only. The injections are painful to 
person and purse. 
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Do-It-Yourself 


WITH INCREASING RELIANCE on data derived from ever 
newer laboratory procedures, two dangers arise: the 
laboratory facility tends to become “swamped,” and 
the commonplace tests are dealt with superficially by 
clinician and laboratory worker alike. By stressing in- 
telligence and economy in ordering, needless pro- 
cedures are eliminated, and technical proficiency is 
preserved in the performance of even the simplest 
tests. Often enough the simple tests yield more useful 
information than the more esoteric ones. 

In the routine urine analysis, there is much that is 
traditional, tedious and thriftless. Because of the rarity 
of clinical applicability, routine observations of color, 
odor, appearance and pH are superfluous; omission of 
the specific gravity and expert evaluation of the formed 
sediment is negligent. Where one is interested in pig- 
ment, reaction, precipitates, etc., such data should be 
specifically requested, and the specimens personally 
examined. It is no less culpable to accept an unknown 
technician’s report on a pathologic urine than it would 
be to accept a technician’s report of a sigmoidoscopic 
examination, The one-page “Lab Reports” (see page 
85) which are currently running, are offered as a kind 
of ‘‘do-it-yourself” manual for the busy physician. 


From Alpha Cells: Glucagon 


EARLY CRUDE FORMS of insulin were found to have some 
hyperglycemic effect as well as the hypoglycemic 
effect that was desired for the treatment of diabetes. 
Later, the hyperglycemic substance extracted from the 
islets of Langerhans was named “glucagon,” and it was 
assumed to be an “insulin antagonist.” 

In a medical progress report, published in the New 
England Journal of Medicine for April 18, 1957, Elrick, 
Staub and Maske reviewed glucagon research. They 
noted the following developments: (1) complete struc- 
ture analysis of the glucagon molecule; (2) identifica- 
tion of the alpha cells of the islets of Langerhans as the 
source of glucagon; (3) evidence that the alpha cells 
are not subject to direct control by the pituitary gland; 
(4) considerable growth of understanding of the mode 
of action of glucagon. 

Although glucagon has been shown to have extra- 
hepatic actions (stomach, kidney, skin), greatest in- 
terest has been focused on its role in the liver. Here 
glucagon causes an increase in the amount of active 
liver phosphorylase, and thereby causes mobilization 
of liver glycogen. 

Since insulin has the opposite effect, causing glucose 
to be stored as liver glycogen, superficial analysis of 
these relationships might suggest that glucagon is in- 
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deed an “insulin antagonist.” However, this hardly 
does justice to the complicated metabolic roles of these 
substances. In fact, glucagon has been found to en- 
hance peripheral glucose utilization—an action that is 
shared by insulin. So it is that Elrick’s group suggest 
that the combination of glucagon and insulin provide 
the body with a mechanism whereby it can increase 
glucose utilization and at the same time maintain 
greater constancy of blood sugar level and liver glyco- 
gen content than is possible with either hormone alone. 
These thoughts can be tabulated as follows: 


Liver Blood Peripheral 

Glycogen Glucose Glucose 

Content Level Utilization 

Insulin: Increase Decrease Increase 
Glucagon: Decrease Increase Increase 
Combination: Constant Constant Greater 
increase 


To date, clinical uses of glucagon have been limited. 
The agent promises to be valuable in the management 
of some diabetics, for the purpose of augmenting the. 
effect of insulin on peripheral glucose utilization. It 
has been used successfully to terminate coma in schizo- 
phrenic patients who are undergoing insulin-coma 
therapy. 

Meanwhile, glucagon’s claim to the status of a hor- 
mone has been considerably strengthened. It will 
surely continue to be important as a research tool. 


The Origin of Life 


SINCE THE TIME when man first recorded his thoughts 
(and probably before), he has speculated about the 
origin of life on earth. In modern times, it has been 
proposed that for uncounted millennia, earth was life- 
less, that the development of living matter came about 
gradually through chemical changes. A critical area of 
study has been the formation of protein molecules from 
simple compounds. 

Naturally, there has been special interest in the 
amino acids, since these are the basic constituents of 
protein material. 

In Science for May 3, 1957, Paschke and others report 
the production of amino acids from ammonium car- 
bonate by gamma irradiation. In their experiment, 
lumps of the chemical were irradiated from a cobalt-60 
source. Among the substances that appeared in the 
residue, glycine was surely present and possibly alanine 
as well. 

Other investigators had previously demonstrated 
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that amino acids form when simpler materials are s1..- 
jected to other physical influences—electric dischar, «, 
ultraviolet irradiation, an electron accelerator. Nev r- 
theless, Paschke and his associates believe that gamiiia 
irradiation from terrestrial sources is a much more 
probable agent than lightning or sunlight for the gencr- 
ation of the nonliving compounds that are thought to be 
a prerequisite for the origin of life. They name ura- 
nium-238, uranium-235, and thorium-232 as potential 
sources of the necessary radioactivity. 

As the authors visualize the process, inorganic aud 
simple organic compounds close to radioactive sources 
would be transformed into amino acids. Washed by 
rain and surface waters into the seas, the amino acids 
there would be protected from the destructive effects 
that might prevail if there were further exposure to 
ionizing radiation. 

Indeed, Paschke and his associates propose that 
amino acids are being formed by physical processes 
even now. Yet they doubt that these younger amino 
acids can become a source of life today. As they see it, 
the prevailing life on earth “zealously guards its birth- 
right and quickly devours any molecules that could 
give rise to a contender.” 


The Follow-up Clinic 


AN EXTREMELY important aspect of the training of in- 
terns is the follow-up of patients after their hospital 
care is finished. Without such observations, young 
doctors have a very limited, and often biased picture 
of the results of their treatment. 

An example is the case of a surgical resident, who 
went into practice after performing many operations in 
the course of his training. Five years later he returned 
to work in the follow-up clinic of the hospital where 
he had received his training. To his chagrin, he found 
among his previous surgical patients, three cystocele 
recurrences, and one recurrent hernia. He suddenly 
realized that good immediate healing of a surgical in- 
cision does not always mean a satisfactory long-term 
result. 

Not all follow-up visits are discouraging. Many pa- 
tients who seem almost moribund when they leave the 
hospital, and are sent home to die, recover. Physicians 
tend to forget that persons often are lonely, confused 
and afraid in a hospital, and may be rejuvenated by 
returning to their home surroundings. 

Without adequate follow-up facilities our knowledge 
of cancer, plastic restorations, and countless other 
medical and surgical conditions would lack the sound 
foundation of proof. 

Maturity of medical judgment is acquired only on 
the basis of such knowledge. 
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Uncle Wilfred 


Uncie Wirrrep believes that he and “Boss” Kettering 
are kindred spirits, although he has never met the 
inventor-scientist. Uncle Wilfred heard that when 
Lindbergh spanned the Atlantic, someone exclaimed 
to Mr. Kettering, “What a wonderful thing for one 
man to have done!” Mr. Kettering replied, “Oh, I 
don’t know. It would have been more wonderful if 
a committee had done it.” 


3 
ACROSS THE EDITOR'S DESK 


A Before All 


ONCE UPON A TIME, there were a man and wife who had 
lived in a big city all their lives. Both of them had en- 
joyed remarkably good health, and they had prospered 
in other ways was well. When they reached their mid- 
40’s, there was an occasion one night when the lady 
had a severe pain in the abdomen. Her husband de- 
cided that it must be appendicitis, so he called Dr. X, a 
well-known surgeon he had met at a cocktail party. Dr. 
X told them that they did indeed need his services, 
because the trouble was a “red-hot” gallbladder, and 
that they were to be complimented on making a diag- 
nosis of “acute abdomen.” The offending gallbladder 
was removed, and all went well. ; 

A little later the couple noticed that they were hav- 
ing some trouble reading. They had never worn glasses, 
but it was now apparent that they needed either glasses 
or longer arms. They called a bespectacled friend for 
the name of his eye doctor and were referred to Dr. Y, 
an ophthalmologist. 

The doctor reassured them—told them that this 
kind of eye trouble was to be expected in middle life 
and prescribed the proper reading glasses. The num- 
bers in the telephone directory took on a new clarity, 
and they were pleased. 

One Sunday morning in January, the husband 
worked hard removing snow from the sidewalk at his 
house. That afternoon his chest ached, and he became 
alarmed at the possibility of “a coronary.” So his wife 
called their surgeon-friend, Dr. X, to get the name of a 
reliable cardiologist. Dr. X strongly recommended Dr. 
Z as a man truly expert in disorders cardiological. 

When Dr. Z, in turn, was called, he agreed that the 
telephone description of the pain might be interpreted 
as evidence of heart disease. He advised the man to 
enter the hospital at once, because a more thorough 
appraisal could be made there. When the patient ar- 
rived at the hospital, everything was in readiness for 
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him. Dr. Z had telephoned orders for routine labora- 
tory studies, serum transaminase, chest film, and ECG 
—all “stat.” Later on, Dr. Z took a careful history and 
examined the patient. Then the doctor told the man 
that he had undoubtedly strained some muscles while 
shoveling snow, and that surely this opinion would be 
borne out by the laboratory studies. It was, and peace 
of mind might have been restored except for one thing. 
It seems the chest film had shown some kind of pul- 
monary lesion that might need the attention ofa thorac- 
ic surgeon. “Maybe I should call your family physician 
about this condition,” said Dr. Z. ‘Possibly his records 
will shed some light on the nature of the trouble in 
your lung.” 

The patient felt ashamed; there were no records be- 
cause there had been no family physician. But Dr. Z 
assured him that all would nevertheless be well. And 
so it was, when Dr. Z’s brother (a renowned chest 
surgeon) removed a solitary pulmonary nodule and it 
turned out to be a benign lesion. 

Before he left the hospital that time, the patient’s 
thoughts came back to the matter of a family doctor. 
He was pleased with the attention he had received 
from specialists, but he was intelligent enough to 
realize that he had been lucky and that he and his 
wife would be safer in the future if there were some 
one physician to whom they could turn for medical 
advice. 

The Doctors Z agreed, and they supplied the names 
of three competent men—Doctors A, B and C. Since 
then, the man and his wife have had Doctor A for 
their family physician, and they like the arrangement 
very much. 

Now the moral of this story is quite simple: people 
are better off if they learn their ABC’s before their 
XYZ’s. Fortunately, most specialists strongly endorse 
that thought. For example, in his Shattuck Lecture 
last May, the famous Boston surgeon, Dr. Leland S. 
McKittrick, surely spoke for the great majority of 
surgeons when he said: “‘It is unfortunate that all pa- 
tients do not realize the importance of having a family 
physician. I see too many patients who go from special- 
ist to specialist. No one doctor considers himself re- 
sponsible for these patients and their families. There 
is no one to guide them in the selection of a specialist 
best suited to their needs and no one to whom the 
specialist can send his reports—and, when some emer- 
gency arises, no one to call.” 

The trouble is that however much the specialists 
may expound that philosophy, some of them fail to 
see that they have an obligation to insure that it is put 
into action. 

They are in the best possible position to put A before 
all or at least after X. 
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When a patient has been receiving cortisone and has had it 
withdrawn before a surgical operation, he is peculiarly vulnerabl. 


to severe surgical shock. This can be prevented by continuing 

the cortisone up to, through, and after the operation. 

Shock in a surgical patient may demand administration 

of hydrocortisone, even when there is no background to suggest 
adrenal cortical insufficiency. When blood loss has been a feature, 
alternate use of blood and of dextran may be more effective 

than use of blood alone. Whatever may be done, 

; the surgeon will be grateful uf the anesthesiologist 

"y has previously inserted a large-bore intravenous needle. 


Current and Prophylactic Treatment of Surgical Shock 


JOHN S. LUNDY, M.D. 


Section of Anesthesiology, Mayo Clinic and Mayo Foundation 
Rochester, Minnesota 


GREAT PROGRESS has been made in medicine in the last 
quarter of a century and many of the benefits to man- 
kind that have resulted have appeared miraculous. This 
progress has been particularly evident in the field of 
antiseptics and antibiotics and more recently in the 
field of therapy with cortisone. However, these agents 
have also created some hazards that must be recognized. 

The anesthesiologist must ever be alert to the pos- 
sibility of sudden disaster in a patient he has attended. 
If a patient’s condition should become critical, it is 
necessary for the anesthesiologist to know all the pos- 

A number of deaths have occurred as the result of 
sensitivity to penicillin, an agent that is sometimes 
given to an anesthetized patient. Fortunately, it is 
seldom that a patient who is sensitive and who is 
anesthetized with a general anesthetic shows much 
reaction to penicillin. It is much more likely to occur 
in the unanesthetized patient or in one who has been 
operated on under local anesthesia. 


Hydrocortisone in Shock 


An extremely great hazard exists in the patient who 
must undergo anesthesia and operation and in whom 
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use of cortisone has been discontinued after a long 
period of therapy. This hazard is not one of sensitivity 
but is functional in nature. 

Since the patient who has received cortisone is likely 
to have atrophy of the cortex of the adrenal glands, 
he is not likely to bear up under stress. For most pa- 
tients, the expectancy of anesthesia and operation 
causes real concern, and the burden of anesthesia and 
operation is not always well tolerated. 

Deaths occurred before this hazard was recognized. 
Now, however, the patient can be prepared for anes- 
thesia and operation by the intramuscular administra- 
tion of cortisone for two or three days before operation. 
The dose need not be larger than the usual amount. 
The drug also should be administered on the day of 
operation and for a day or so afterward. A catastrophe, 
however, in an unprepared patient is not so bewilder- 
ing as is the case when a patient dies as the result of a 
sensitivity reaction, because necropsy examination of 
the adrenal glands in the former instance demonstrates 
the cause of death. 

Fortunately, the treatment of patients who have re- 
actions because of cortisone-induced adrenal atrophy 
now can be carried out with good success in contrast to 
that of the patient who collapses because of sensitivity. 
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When time does not allow proper preoperative prepa- 
ration and surgical treatment is an emergency, the 
patient still can be supported by the intravenous ad- 
ministration of hydrocortisone, with or without use of 
other measures. One does not often wish to avoid the 
use of common remedies for shock, but rather one can 
add the administration of hydrocortisone to the other 
measures employed. 

Probably the most convenient preparation is hydro- 
cortisone sodium hemisuccinate (Solu-Cortef, Upjohn). 
Other preparations of hydrocortisone are available but 
none is so convenient as Solu-Cortef. This agent has 
been prepared by lyophilization and as much as 133 
mg. can be dissolved in 2 cc. of water and given intra- 
venously. This makes for convenience and eliminates 
use of a vehicle of considerable volume. 

Other preparations of hydrocortisone are available 
in ampuls in which 100 mg. of the agent is contained 
in a 50 per cent solution of alcohol. The contents of 
one such ampul usually are added to 500 cc. of fluid 
for parenteral administration. Good results are obtained 
following use of this preparation. 

The use of hydrocortisone often is not anticipated 
and is somewhat of an emergency measure, but it is 
usually effective enough so that the routine measures 
used in the treatment of shock can next be brought into 


play. 


Substitutes for Blood 


A solution of dextran, usually 6 per cent, in an 
isotonic solution of sodium chloride is extremely useful 
in the treatment of shock, particularly so when loss of 
blood is not great. Its good effect is improved by the 
addition of hydrocortisone to the dextran. 

When much blood has been lost, it is, of course, 
necessary to replace the loss with blood, but when 
dextran is available one can accomplish more by alter- 
nating a bottle of blood with a bottle of dextran than 
by giving either blood or dextran alone. Blood does 
things for the patient that dextran cannot do, and dex- 
tran has some effects that blood does not exert. The 
plasma portion of blood does not always remain in 
circulation, while in many instances dextran main- 
tains the circulating volume better than does the plasma 
fraction of blood. 

It is not surprising that dextran has not been used 
more freely, since the preparation was so expensive 
when it was first put on the market. The current price, 
however, is satisfactory and it is available from a number 
of commercial sources. Dextran should be used more 
widely than it is at present. 

If dextran is not available, a 3.5 per cent solution of 
polyvinylpyrrolidone (P.V.P.) can be used. Some 
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Figure 1. Shaded portions represent congestion arising from the cor- 
rect and incorrect application of heat. (Reproduced from Lundy, 
John S.: Curxicat AnestHesia: A MANvuat oF Ciinicat ANES- 
THEsIoLocy. W. B. Saunders Company, Philadelphia, 1942.) 
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workers have warned against the use of P.V.P. on ‘ie 
basis that some of it is retained in the liver. The sa)ie 
argument was used against the use of a solution of 
acacia, yet both these agents have saved many liy:s. 
Objections raised are not always important enoug): (o 
prevent the use of these materials in an emergency. 
The intravenous use of gelatin also can be effective. 


Stimulant Agents 


In the event of surgical shock, stimulant agents, such 
as ephedrine or methoxamine (Vasoxy]) hydrochloride, 
can be introduced directly into the vein, but an ex- 
tremely effective way to use such stimulants is to dilute 
them with the solution that is being infused into the 
patient. This produces an even effect rather than the 
sudden maximal effect seen when the entire dose is 
given at once. Levarterenol (Levophed) bitartrate is 
effective and is used in many cases to advantage. 


Preparation of Veins 


A mechanical asset to the treatment of shock exists 
when anesthesia has been induced and the usual maxi- 


Figure 2. Venipuncture. Step I. For extremely sensitive persons, a 
wheal is raised with a 0.5 per cent solution of procaine hydrochloride 
in the shin overlying the vein. This step is unnecessary for most adults. 
Step IT. The next procedure ts to thrust the needle through the skin. 
An attempt should not be made to enter the vein with the one motion: 
rather, the skin that overlies the vein should be moved laterally. 
Then the skin should be moved back, so that the needle lies against the 
side of the vein. Step III. The skin is now moved into position so that 
the needle overlies the vein. With the constrictor in place, the vein is 
dilated. If the vein is large, the point of the needle will lie entirely 
within the lumen, even when the vein is not dilated. On the other 
hand, when the vein is small, the point of the needle will not lie free 
in the lumen of the vein when the vein is not dilated unless the bevel 
of the needle is held as shown. 

It is important to produce mild negative pressure in the syringe as 
soon as the point of the needle has entered the shin. Also, a counterpull 
must be exerted on the vein with the hand that does not hold the sy- 
ringe. If the anesthesiologist is right-handed, the syringe is held in 
his right hand and the needle is inserted through the skin. The fin- 
gers of the right hand grasp the plunger and the tip of the right 
thumb is placed against the edge of the barrel to produce negative 
pressure. The fingers of the left hand are pressed against the skin 
overlying the vein at a point far enough from the site at which the 
needle enters the skin so that the left hand in no way interferes with 
bringing the needle and syringe flush with the patient’s skin. Unless 
counterpull is exerted with the left hand, venipuncture may become 
extremely difficult, especially in veins around the wrist and in the 
hand, because they are movable and must be fixed if they are to be en- 
tered easily by the needle. The direction of the counterpull must be 
exactly opposite to the direction in which the needle is inserted. (Re- 
produced from Lundy, John §.: Cuintca ANESTHESIA: A MANUAL 
or Curnicat W. B, Saunders Company, Phila- 
delphia, 1942.) 
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Figure 3. Details of the assembly of the plastic needle. (Reproduced 
from Lundy, John S.: THe Use or ANESTHESIA IN GENERAL PRac- 
Tice. JouRNAL-LanceT. 70: 435-439 [Nov.] 1950.) 


mal dilatation of the veins is present. It is wise at such 
times to insert into the lumen of a vein a needle not less 
than 18 gauge in size. A 15-gauge needle is preferable, 
and even 13-gauge needles should be used in some 
instances. 


If these needles are equipped with a stylet, then 


anyone is able to administer quickly and without delay 
any solutions that are desired. 

When shock develops in the postoperative period 
and venipuncture is difficult because of the collapse of 
veins, heat may be applied to the extremities to dilate 
the veins and facilitate introduction of needles (Figures 
land 2). 

A tourniquet should be applied to the extremity 
before the source of heat is removed. The antiseptic 
employed should be warmed; otherwise, if a cold anti- 
septic is applied to the warm skin, the veins in all 
probability will go into spasm. 

When the degree of shock is extremely great, par- 
ticularly in a recently burned patient, it is almost 
essential that a plastic needle be used (Figures 3 and 4). 
Such a needle can be utilized for days without much 
risk of the troubles that often occur with use of an 
indwelling steel needle. The plastic needle is partic- 
ularly advantageous for children and when an ex- 
tremity cannot be kept quiet. 


Blood 


One of the greatest facilities for the treatment of 
shock is the availability of citrated blood for transfusion. 
Much progress has been made in the recognition of 
blood groups and subgroups, of bloods containing high 
titers of agglutinins and of the various Rh factors. The 
anesthesiologist is always concerned about the exces- 
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sive oozing of blood at the time of anesthesia and opera- 
tion, which often becomes noticeable shortly after 
transfusion of blood has begun. Oozing usually is one 
of the signs that incompatible blood is being used. 
Under such circumstances, even though the correct 
group of blood is being used, administration from that 
particular bottle must be discontinued and another one 
obtained. 

As indicated previously, better results are obtained 
by alternate use of dextran and of blood. 

One of the occasions when blood must be available is 
during an operation, such as radical amputation of the 
breast, in which bleeding can be excessive and in which 
a considerable quantity of normal saline solution has 
been administered during the operation, which can so 
disturb the ability of the blood to coagulate that it may 
require transfusion of as much as 3,000 cc. of blood to 
stop the oozing. 

When such an unfortunate state exists, examination 
of the wound makes it clear that the blood is extremely 
thin and watery. It is of value in some cases to measure 
by weight or colorimetrically the amount of blood that 
has been lost. One then may replace the estimated 
quantity of blood that was lost, with extremely good | 
results. | 


Hypotension 
Hypotension can be induced deliberately in some 


operations in which bleeding may be imminent, as in 
the presence of an aneurysm, and in procedures such 
as the fenestration operation, in which it is desirable to 
have a dry field when the window is made. When hypo- 
tension is desired, one may inject hexamethonium 
intravenously in small quantities intermittently, making 
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Figure 4. Technique of venipuncture when the plastic needle is used. 
(Reproduced from Lundy, John S.: THe Use or ANESTHESIA IN 
Genera Practice. JouRNAL-LANcET. 70: 435-439 [Nov.] 1950.) 


sure by frequent measurement that the decrease in 
blood pressure is not excessive. 

This hypotensive effect is temporary, and if the drug 
is used in moderation, it is effective in producing a 
relatively dry operative field and in minimizing loss of 
blood. It is, however, a measure that should not be 
employed routinely ; there should be a good reason for 
doing it. 


Comment 


One should consider not only the active treatme:: of 
shock at the time it occurs but also the prophylactic 
measures that can be taken to minimize or ward off the 
progress of shock. As mentioned previously, the pre. 
operative use of cortisone is essential for the patient in 
whom treatment.with cortisone has been discontinued 
at some time previous to operation. On the other hand, 
since cortisone is harmless when it is used only for pre- 
operative preparation of the ordinary patient who is to 
undergo a major operation, it is probable that the 
average patient would benefit by taking cortisone for 
three or four days before operation. 

In the presence of a considerable degree of anemia, 
manifested by a value for hemoglobin of perhaps 9.5 
Gm. or less per 100 cc., the patient should be prepared 
for operation by transfusion of blood. 

It is best to avoid the preoperative or postoperative 
administration of morphine in patients who have had 
long periods of treatment with cortisone followed by 
discontinuance of such treatment, since the adminis- 
tration of morphine may produce periods of hypoten- 
sion. This is particularly true in patients suspected to 
have tumors of the pituitary gland and in patients with 
adrenal insufficiency. Use of morphine could be a source 
of a shocklike syndrome appearing during anesthesia 
and operation that actually is produced by the drug 
alone. This probably is not so important in patients 
who have had good preparation for operation with cor- 
tisone as it is in those who have not been so prepared. 

It is desirable in most operative cases to check the 
balance of fluids and electrolytes and to make it as 
nearly normal as possible. 

While. no effort has been made to discuss every pos- 

sible measure that might be used in the treatment of 

surgical shock, those which have been included have 
proved themselves so valuable that all should be avail- 
able for the surgical patient. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 


Reversibie Uremic States 


THE PROGNOSIS in uremia is not necessarily hopeless. 
Treatable causes of renal impairment include congestive 
heart failure, dehydration, infection, obstruction, salt de- 
pletion, alkalosis, loss of potassium, and hypercalcemia. 
In addition, there are self-limited reversible causes of renal 
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failure that, given time, may heal by themselves. Because 
of the nature of renal function, the rescue of a few nephrons 
and the salvage of a relatively small amount of renal func- 
tion may make the difference between progressive deteri- 
oration with rapidly advancing uremia and renal compen- 
sation—with the addition of months and sometimes years 
of comfortable and useful life for a grateful patient.— 
H. Epstein, M.D., JAMA, 161:494, 1956. 
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When syphilis was prevalent, all positive serologic tests 
for that disease were usually considered to signify syphilis. 

. Now that this disease has largely disappeared, 

= the false-positive reaction takes on real significance. 

oe! i a 5) In the absence of any explanation for the phenomenon 

(for example, an obvious acute infection), 

one should suspect that it may be the first sign of a sertous disease 

—notably disseminated lupus erythematosus. 


Significance of a Positive Serologic Test for Syphilis 


HERMAN BEERMAN, M.D. 


University of Pennsylvania School of Medicine and Graduate School of Medicine 


Ir is Now 50 YEARS since Wassermann, Neisser and 
Bruck devised their complement-fixation procedure for 
the diagnosis of syphilis which has come down to us as 
the ““Wassermann Test.” During these 50 years, the 
technique of the complement-fixation test has been 
materially improved by the development of new re- 
agents and by standardization of test conditions. This 
period has also seen the parallel production of floccula- 
tion procedures of equal (sensitivity) ability to detect 
positive (reactive) results, and of equal (specificity) 
ability to have the reactive (positive) results indicate 
the presence of syphilis. 

In spite of the technical improvements in the best 
hands, the various tests (Wassermann, Kahn, Kline, 
Eagle, VDRL, etc.) have yielded a certain proportion 
of results that are negative in the presence of syphilis 
(false negative), and others that are positive in the ab- 
sence of this disease (false positive). When syphilis was 
prevalent, the relative number of false reactions to true 
reactions was reasonably low, and results of the sero- 
logic procedures were implicitly accepted as diagnostic 
of syphilis. In fact, Harrison and Osmond note that 
“In 1918 the Medical Research Committee’s Committee 
on Standardization of Pathological Methods said, ‘In 
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Philadelphia, Pennsylvania 


the opinion of the Committee there is no process of 
biochemical diagnosis that gives more trustworthy in- 
formation or is liable to a smaller margin of error than 
the Wassermann test when it is performed with com- 
pleteness and proper skill and care’.” According to 
Harrison and Osmond, “‘this is probably as true today 
(1943) as when it was written a quarter of a century ago, 
but it is equally true that no groups of tests have given 
rise through unskillful performance and through inade- 
quate appreciation of their limitations, to more unhap- 
piness than have the serum tests for syphilis.” 

With the introduction of penicillin and the resultant 
decrease in the incidence of syphilis, improvement in 
the existing serodiagnostic tests and the long awaited 
development of a truly “syphilis” test (Treponemal 
Immobilization Test), positive results to the routine 
serodiagnostic procedures have taken on a new signi- 
ficance. Whereas in the past, repeated positive results, 
even in the absence of physical evidence of syphilis, 
were regarded as indicative of the disease, today the 
picture has changed radically. Instead of giving a sigh 
of relief on receipt of a positive result, it behooves the 
physician to realize that these reactions, if false, have 
serious implications. The positive reaction is often re- 
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lated to, and may be the first evidence of, dangerous 
underlying disease (e.g., collagen disease). 

Accordingly, in this presentation some attention will 
be given to the bacl.ground of the positive results, but 
major emphasis will be placed on the detection and 
significance of those that are falsely positive—obviously 
the real problem of today. It is a strange turn in medical 
events in which a test used for the detection of a for- 
merly prevalent disease may become the means of un- 
covering the presence of certain unsuspected or latent 
diseases, often of far more serious consequence than 
syphilis itself. 


Positive Serologic Reactions 


Even in the most uncritical periods of modern syphil- 
ology, it had been recognized that the blood tests for 
syphilis were not of themselves diagnostic of syphilis, 
except perhaps in the case of latent syphilis. One like- 
wise could not use such reactions as the sole basis for 
treatment. Certainly, the tests could not be employed 
as an indication of infectiousness. It was helpful to the 
physician, however, to know certain facts about the 
incidence of positive results in the various phases of 
syphilis. 

The tests yield positive (reactive) results in asymp- 
tomatic neurosyphilis but may be negative in late tabes 
dorsalis. Liver, spleen, bone, eye and gastrointestinal 
lesions are frequently associated with positive results. 
Negative reactions in patients with such manifestations 
place the serologic laboratory under suspicion of insen- 
sitivity. Certain patients with syphilitic heart disease 
may have negative results. 

Of course, the proportion of positive results in any 
series of cases may vary with the degree of efficiency of 
a given laboratory. The dictum propounded by Stokes, 
Beerman and Ingraham still stands as a guide for the 
practitioner: that no patient should be given his diag- 
nosis of syphilis or placed on treatment on the strength 
of a single positive serologic test result. Full investiga- 
tion of the patient plus the test results comprise the 
proper evaluation of a given situation. This approach is 
the same as that followed in any of the other disciplines 
of medicine. 


The Biologic False (Nonspecific) Reactions 


As previously noted, with the continued decrease in 
the incidence of syphilis, there is a relative increase of 
biologic false-positive reactors, i.e., those who in the 
absence of syphilis yield positive (reactive) results to 
the serodiagnostic tests for syphilis. The actual basis 
for the existence of these reactors is not known, but a 
number of practical details for the physician are at hand. 
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The incidence of false-positive reaction varies le- 
pending on the criteria used for the determination «fa 
result as being false. In this connection, reactions tat 
are the result of inaccuracies in performance of the ‘est 
(technically false positive) are excluded from discussion 
of biologic false-positive reactions. 

Many people believe that only transient positive 
reactions should be considered false. Thus, certain 
physicians call syphilitic any patient in whom the posi- 
tive reactions persist for more than a few months. 

It is possible that a patient with syphilis may also be 
subject to biologic false-positive reactions. This may be 
the basis for some of’the so-called seroresistance. 

Some authorities indicate that a false-positive reac- 
tion is one in which only one type of test gives the 
positive result. The use of social criteria in interpreta- 
tion of positive reactions leads to ludicrous situations 
where “One Wassermann test will convict a laborer 
over his own denial; two will make a case against a 
broker or railroad president; and three successive posi- 
tives will scarcely convince a medical advisor of the 
guilt of a clergyman.” (Stokes) 

In any discussion of the definition of a false-positive 
reaction, it is necessary to assume that the tests are 
performed under standard conditions, since tests may 
be made even under ideal circumstances by the most 
expert serologist and yet yield results that are far from 
uniform. It is a sine qua non that the specificity of 
serologic tests should be practically 100 per cent. 

Another item which must be considered in the evalu- 
ation of a reaciion that is thought to be false, is the 
strength of the result. False reactions are usually con- 
sidered to be of low titer in the quantitative test. Un- 
fortunately for this view, it is possible that human 
serum that gives false-positive results may give a higher 
titer. 

A group of diseases, more recently considered to be 
the same disease, always give a positive reaction in 
certain phases of development. These are the so-called 
syphilis-like diseases which are nowadays classified 
under the heading of treponematoses (yaws, pinta, 
bejel, etc.) and which are in all likelihood modifications 
of the syphilitic process. 

Rein and Elsberg have summarized a number of fac- 
tors that must be considered in connection with false- 
positive reactions. An understanding of these factors is 
necessary in the determination of whether a reaction is 
false. These factors also help to predict whether a par- 
ticular case would be apt to yield false results. 

1. Serologic Reactors. These are persons who are more 
likely to develop positive blood reactions for syphilis 
than others. There appears to be a familial tendency to 
biologic false-positive reactions in a certain number of 


people. 
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2. Type of a Nonsyphilitic Disease. Certain diseases 
appear to be more apt to produce false-positive reactions 
than others. For example, patients with leprosy and 
malaria would be more prone to have such results than 
individuals with tuberculosis. 

3. Incubation Period for the Development of False- 
Positive Serologic Reactions. A definite period of time 
must elapse from the onset of certain diseases before 
the false-positive reactions can be detected. This period 
varies with different diseases and conditions. The opti- 
mal time for the detection of most false-positive reac- 
tions seems to be between the 7th and 21st day of the 
disease. 

4. Number of Tests Employed in a Serologic Battery. 
The number of detectable false-positive reactions would 
increase in proportion to the number of tests employed 
in the serologic battery. 

5. Types of Tests. Certain tests are apt to give more 
false-positive reactions than others. 

6. Intervals of Testing. The incidence of false positive 
reactions may be increased by performing the serologic 
examinations at more frequent intervals. Occasionally, 
daily examinations may be needed to catch the positive 
reactions of low titer which may tend to revert to nega- 
tivity within a few days. If the intervals were longer, 
such examples would be missed. 

7. Duration of False-Positive Reactions. While in most 
cases the maximum titer of false-positive reactions 
would occur within the 10th to 14th day following the 
onset of a febrile disease or following vaccination, the 
length of time an individual continues to show false- 
positive reactions appears to depend on the degree of 
positivity reached on the 10th to 14th day. In most in- 
stances the reaction becomes negative within three to 
four months. Isolated examples have continued to give 
positive reactions for several years. 


False-Positive Reactions in Normal People 


The serum of many apparently normal persons may 
‘contain definite amounts of reagin or reagin-like sub- 
stances respensible for false-positive reactions. Like- 
wise, the serum of a number of animals gives varying 
percentages of positive results to the serodiagnostic 
tests for syphilis, even though these animals are known 
to be demonstrably incapable of being inoculated with 
syphilis. 

The incidence of false-positive reactions in normal 
persons has been variously estimated. In sizable groups, 
there have been as many as 1 in 4,000 persons tested. 
In hospitalized patients, positive reactions occurred in 
from 0.04 to 1.66 per cent in certain series, whereas in 
children the incidence was 1.46 per cent. 

These figures, of course, are subject to various criti- 
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Approximate Incidence of Biologic 
False-Positive Reactions (Moore and Mohr) 


INFECTIONS 

Bacterial disease 
Leprosy 
Tuberculosis, advanced 
Pneumonia, pneumococcal 
Subacute bacterial endocarditis 
Chancroid 
Scarlatina 

Spirochetal disease 
Leptospirosis 
Relapsing fever 
Rat-bite fever 

Plasmodial disease 
Malaria 

Rickettsial disease 
Typhus 

Protozoal disease 
Trypanosomiasis 

Viral disease 
Vaccinia 
Pneumonia, “atypical” 
Measles 
Chickenpox 
Lymphogranuloma venereum 
Infectious hepatitis 
Infectious mononucleosis 


Common cold 


NONINFECTIOUS DISEASES OR CONDITIONS 
Lupus erythematosus (disseminated or discoid) 
Rheumatoid arthritis 
Blood loss, repeated (as in multiple donations for 

transfusions) 


Pregnancy 


Per Cent 


a8 


= 


Table I. 


cisms, but they suffice to show that even among normal, 
healthy, nonsyphilitic persons, a certain amount of 
false-positive results can be expected. 


Diseases Responsible for False-Positive Reactions 


A number of studies have attempted to collate the 
diseases that are apt to yield biologic false-positive re- 
actions. One of the most recent is that by Moore and 
Mohr who compiled a list (Table 1) of the various non- 
syphilitic conditions that may produce a biologic false- 


81 


60 
3-5 
2-5 
5 
5 
5 
j 
3 
by 
? 
| 
| 


positive reaction. The approximate percentage inci- 
dence represents an average estimate of the incidence 
of positive tests for syphilis in many reported series. 
Individual reports vary enormously depending on the 
sensitivity of the particular serologic technique em- 
ployed and on whether serial testing was carried out 
during and after the particular infection or condition. 
Finally, and most important, it must be remembered 
that the incidence of positive reactions recorded in this 
table includes some persons with syphilis as well as 
biologic false-positive reactors. In no series so far re- 
ported for any condition (except leprosy) have the 
positive reactors with standard serologic tests been 
checked with the treponemal immobilization test, and 
the actual incidence of biologic false-positive reactors is 
as yet unknown. 

Moore and Mohr, on the basis of their considerable 
experience, express the epidemiologic opinion that, in 
certain population groups in the United States (espe- 
cially in white persons of relatively high socioeconomic 
status in the Northeastern, Northern and Northwestern 
states), at least half of the seropositive reactors dis- 
covered in mass blood-testing programs do not have 
syphilis at all but do instead have biologic false-positive 
reactions. Increasing knowledge of the biologic false- 
positive phenomenon has permitted its differentiation 
into two types, which, for lack of better names, may be 
designated as “acute” and “chronic.” 

Acute biologic false-positive reactions are characterized 
by the fact that they occur during or shortly after a 
wide variety of unrelated nonsyphilitic infections or 
conditions and that they disappear spontaneously 
within a few days, weeks or months (not more than six 
months) after recovery. Acute reactions are usually 
associated with a bacterial, viral, plasmodial or Rickett- 
sial infection. 

Chronic biologic false-positive reactions are marked by 
the fact that reagin persists in the blood over many 
months or years, perhaps even for a lifetime. So far, the 
only infectious disease known to produce chronic bio- 
logic false-positive reactions in a high proportion of 
cases is leprosy. It is also clear that a proportion (not 
exactly defined) of patients with discoid or disseminated 
lupus erythematosus may show chronic biologic false- 
positive reactions. Aside from this, knowledge as to 
their cause is still meager. 

The etiologic background of the chronic biologic 
false-positive phenomenon is under study at the Johns 
Hopkins Hospital clinic, by means of a long-term clini- 
cal follow-up of such patients. Only preliminary results 
are so far available, but these indicate that the biologic 
false-positive reaction is not innocuous, to be dismissed 
lightly, but is often, perhaps usually, a manifestation of 
serious underlying disease. Outstanding among positive 
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reactors are the collagen diseases, such as dissemina ud 
lupus erythematosus, periarteritis nodosa, rheumat id 
arthritis and rheumatic fever, and sarcoid. 

It is not possible to give details about all the diseases 
that produce false reactions but a few examples \ ill 
suffice to acquaint the practitioner with some of {lie 
problems involved. 


LEPROSY 


Leprosy, a disease likely to occur almost anywhere 
but of more interest to certain parts of the world, pre- 
sents an important problem with respect to the positive 
serologic reactors. The incidence of biologic false- 
positive reactions in this disease shows a wide variety of 
figures, but the trend is generally toward a high per- 
centage of the cases. This may be due to the occurrence 
of a higher proportion of syphilis and yaws among 
lepers. 

The incidence also is conditioned by the types of 
tests used, since some serologic procedures seem to be 
more prone to cause false reactions in leprosy than 
others. There appears to be no relationship between the 
phase of leprosy and the outcome of the serologic tests. 


PNEUMONIA AND RESPIRATORY INFECTIONS 


Respiratory infections, now less frequent than in the 
past but of more varied causation, have recently become 
prominent as a factor in biologic false-positive reactions. 
In fact, Fanconi, in 1936, suggested the name, “‘pseudo- 
luetic, subacute, hilifugal bronchopneumonia of poor 
children,” for a pneumonic process that was frequently 
associated with false-positive reactions to the serologic 
tests for syphilis. 

Herzog and Pulver recently observed 37 patients 
with pneumonia in whom the results of the Wasser- 
mann reaction were transiently positive. All but three 
of the patients had fever lasting seven to ten days, the 
illness beginning in most cases with general symptoms 
rather than those of respiratory tract infection. In two 
cases there were no symptoms at all, while in 15 there 
were signs of diffuse bronchitis; in 16, of pneumonia; 
and in the remaining four cases, there were no abnormal 
signs in the lungs. The roentgenographic abnormalities 
consisted of ill-defined areas of mottling in various sizes, 
which usually disappeared in three to five weeks. In 
four cases the hilar shadow was enlarged. The positive 
Wassermann reaction was usually obtained three to 
four weeks after the roentgenographic abnormalities 
had cleared up. The presence of cold agglutinins was 
not demonstrated. There were no abnormal physical 
signs in the nervous system, but of 15 cases in which 
lumbar puncture was performed, in three some abnor- 
mality was found in the cerebrospinal fluid. The au- 
thors believe that in these cases the pneumonia was due 
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to a virus. Similar cases have previously been reported 
as “pseudoluetic perihilar bronchopneumonia” and 
*Wassermann-positive lung infiltrations.” 

Editorial comment by the British Journal of Venereal 
Diseases states that: the cases described in this paper 
seem to differ from other cases of pneumonia only in 
having a transiently positive Wassermann reaction, but 
this has been recorded in many diverse febrile illnesses. 
There is no convincing evidence that the condition was 
due to a virus. To describe it as a new disease entity 
hardly seems justified, and may be misleading. 


MALARIA 


There has been considerable controversy about the 
importance of malaria as a cause of biologic false-posi- 
tive reactions with the various serodiagnostic tests for 
syphilis. The incidence of reactions ranges from 0 to 
100 per cent of malarial patients at some time during 
the course of the disease. The more frequently the tests 
are made in malaria, the higher the percentage of 
positive reactions. The reactions in the cerebrospinal 
fluid do not parallel the blood changes. Most of the 
positive reactions occur between the 7th and 21st day 
of the malarial seizure. There appears to be no estab- 
lished explanation for the cause of the false-positive 
reactions in malaria. 


Virus DIsEASES 


Other virus diseases besides the pneumonias previ- 
ously mentioned, have given a fairly high proportion of 
positive results to the serodiagnostic tests for syphilis. 
Vaccination and immunization, measles, chickenpox, 
lymphogranuloma venereum, infectious hepatitis, com- 
mon cold and the debated viral disease, infectious 
mononucleosis, have yielded proportions such as are 
listed in Table 1. Fortunately, these diseases are in 
general readily diagnosable by a variety of means, so 
that one encountering them might be apt to defer the 
diagnosis of syphilis until the infection, often transient, 


had subsided. 


Lupus ERYTHEMATOSUS 


Perhaps the most outstanding recent interest in the 
field of biologic false-positive reactions is directed to 
the collagen diseases, especially lupus erythematosus. 
In a retrospective study, Zellman analyzed the inci- 
dence of positive serologic tests for syphilis in patients 
with the collagen diseases. Patients with disseminated 
lupus erythematosus and periarteritis nodosa showed 
positive or doubtful serologic reactions for syphilis 
twice as frequently as did patients with rheumatoid 
arthritis and rheumatic fever. No positive serologic 
reactions for syphilis were discovered in patients with 
dermatomyositis and scleroderma. The incidence of 
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syphilis, diagnosed by history or clinical findings, was 
higher in males and in Negroes. The incidence both of 
syphilis and of possible biologic false positivity was 
higher in Negroes. Zellman concluded that biologic 
false-positive reactions probably occur with some de- 
gree of frequency in patients with the collagen diseases, 
especially disseminated lupus erythematosus and peri- 
arteritis nodosa. 

With respect to lupus erythematosus, I surveyed the 
available literature on this subject to 1945 and found 
that while false-positive reactions were obtained in some 
patients with lupus erythematosus, the majority of pa- 
tients with all phases of this complex yielded negative 
results. This experience led us to the erroneous con- 
viction that false-positive biologic reactions must be 
indeed rare in lupus erythematosus and when a posi- 
tive reaction is encountered, it probably represents an 
undiagnosed syphilis or a technical error. 

In 1950, however, Rein and Kostant found the inci- 
dence in the literature of from 0 to 44 per cent of bio- 
logic false-positive reactions for syphilis in lupus ery- 
thematosus. In their own experience with 178 sera 
obtained from 176 patients with lupus erythematosus, 
35 per cent gave positive serologic reactions with one 
or more of the tests employed. There were more posi- 
tive reactions among patients with disseminated disease 
than with the chronic discoid variety. — 

Haserick has even gone so far, and justifiably so, as 
to maintain that “one of the first detectable pre-clinical 
signs of lupus erythematosus is the factor that induces bio- 
logic false-positive serologic tests for syphilis.” 

Moore and Lutz, in a study of systemic lupus ery- 
thematosus, stated that the clinical and laboratory data 
strongly suggest that the chronic biologic false-positive 
phenomenon is one manifestation of tissue injury, prob- 
ably chiefly of collagen and vascular tissue, due to an 
unknown agent or antigen. Further, they suggested that 
one of the first evidences of this is in an as yet uniden- 
tified alteration of serum globulin (dysgammaglobu- 
linemia) whether quantitative, qualitative, or both. It is 
suggested that this chemical disturbance is responsible 
for a number of the observed laboratory phenomena: 
the biologic false-positive reaction itself, the increased 
sedimentation rate, the abnormalities of protein floc- 
culation tests, the quantitative increase in serum glob- 
ulin, the occasional alteration in electrophoretic pattern 
of the serum, and the development of the L.E. cell 
phenomenon. It is suggested, moreover, that these 
evidences of dysgammaglobulinemia may progress 
slowly in seriatim fashion. First to appear is perhaps 
the biologic false-positive phenomenon itself, together 
with or shortly followed by an increase in sedimentation 
rate and thymol turbidity; still later by strongly posi- 
tive cephalin flocculation tests and quantitative increase 
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in serum globulin; and much later still, probably not 
until after several or even many years, a disturbed 
electrophoretic pattern and the appearance of L.E. cells. 

It is perhaps unnecessary to emphasize the point 
that these identical laboratory changes tend to occur 
with great frequency in established and verified sys- 
temic lupus erythematosus. Not all of them are always 
present in the individual case of systemic lupus ery- 
thematosus, and the reason for this is unknown. It is 
not known why only a small proportion (perhaps 20 to 
25 per cent) of patients with advanced and verified sys- 
temic lupus erythematosus are found to be biologic 
false-positive reactors. 

Moore and Lutz’s material strongly suggests, too, 
that the laboratory evidence of dysgammaglobulinemia 
usually, although not necessarily always, precedes by 
months or years (even many years) any clinical develop- 
ments indicative of disease; and indeed that these 
laboratory changes may persist for many years in the 
absence of any detectable clinical disease at all. Never- 
theless, clinical disease usually does develop in many 
chronic biologic false-positive reactors. 


Management 


The clinical recognition of biologic false-positive 
reactions is a time-consuming and laborious procedure. 
For any suspected biologic false-positive reactor, epi- 
demiologic investigation (as a minimum, routine 
serologic testing) of familial and sexual contacts is 
essential in order to verify the patient’s statement of 
lack of exposure to the possibility of congenital or ac- 
quired syphilis. In all suspected chronic biologic false- 
positive reactors, there should be a careful history and 
physical examination, and a cerebrospinal fluid study. 
The cerebrospinal fluid must be demonstrated to be 
normal, since false-positive serologic reactions in the 
spinal fluid (in contrast to the blood serum) do not 
occur except in certain easily recognized neurologic 
disorders. Tests for malaria and infectious mononu- 
cleosis should be carried out. With the introduction of 
new means for identification of certain diseases, such as 


the L.E. test and phenomenon, the diagnosis of +\s- 
temic lupus erythematosus has been greatly simplificd. 

Fortunately, in recent years it would appear that :\e 
problem of biologic false-positive reactions to the sero- 
logic tests for syphilis seems near solution insofar as we 
have the means (Nelson and Mayer’s Treponemal |in- 
mobilization Test) for differentiating true from false 
results. Moore and Mohr made preliminary observations 
on the identification of the chronic biologic false-posi- 
tive reactor by the use of the treponemal immobilization 
test, on the incidence of such reactions in a particular 
population group, and on the possible etiologic back- 
ground, so far poorly defined, of the type of serologic 
abnormality. Their data affirmed the belief that the 
chronic biologic false-positive phenomenon is often 
related to and may be the first evidence of serious 
underlying disease, notably one of the collagen diseases. 
If these observations are borne out by further study, an 
opportunity may be provided better to define the early 
manifestations and natural history of the collagen dis- 
ease group. 

The thesis of Moore and Mohr is attractive, but it is 
based on implicit acceptance of the validity of the trep- 
onemal immobilization test reactions as indicators of 
the presence of a syphilitic infection. The work of Zell- 
man, however, would lead one to place considerable 
trust in the procedure (treponemal immobilization test) 
since he found in a careful study that the margin of 
error in recognition of the biologic false-positive phe- 
nomenon by means of the treponemal immobilization 
test is probably about 2 per cent. Even this can be 
minimized by careful epidemiologic examination of 
family and sex contacts. Furthermore, improvements in 
the technique can make the test more valuable because 
of the reduced cost, as stated by Ledbetter. The cost of 
the treponemal immobilization test is a small price to 
pay for peace of mind and, in some cases, an advance 
warning as to the existence of a disease perhaps more 
grave than syphilis. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 


WHAT OTHERS ARE SAYING. 


Wonder Drug Failure 


*‘Surrerers from arthritis, rheumatism, neuralgia and other 
common forms of aches and pains are relying far too much 
on habit-forming and oftentimes dangerous internal, so- 
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called wonder drugs,” Dr. Charles A. Brusch, director of 
Brush Medical Center, Cambridge, Mass., reported. 
Physical therapy relieved pain and permitted more move- 
ment in 97 per cent of the 211 cases tested, the report 
said. Methyl salicylate treatment with stimulating blood 
circulation and increasing skin temperature gave bet- 
ter relief, and increased the patients’ range of motion. 


—Tue New York Times, November 12, 1956 
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LAB REPORT 


Urine Specific Gravity 


ROBERT J. GILSTON, M.D. 


Amsterdam, New York 


Meruop: The specific gravity of urine is a simple and 
accurate measure of kidney function. The urinometer 
or hydrometer (Figure 1) should record a specific gravity 
for distilled water of 1.000 at room temperature. For 
urine, the range is between 1.005 and 1.025. If the first 
morning sample is less than 1.020, and there is no con- 
traindication to water restriction (e.g., uremia), the 
ability of the kidney to concentrate urine should be in- 
vestigated. Fluid (including liquid food) is limited to 
200 cc. per meal, and nothing is taken by mouth after 
the last meal of the day. Under these conditions the 
first or second morning specimen should concentrate 
to 1.020-1.025. Occasionally more rigid fluid restric- 
tion, and rarely pituitrin, must be-used. 

Less reliable are the dilution tests in which the ability 
of the kidney to excrete a water overload is challenged. 
The specific gravity should fall to 1.001-1.005. 

RationaLe: Almost 180 liters of water cross the glom- 
erular membrane in 24 hours, and all but about 0.5 
liter may be reabsorbed in the convoluted tubules. The 
specific gravity of the glomerular filtrate is 1.010, re- 
flecting the osmolarity of the “plasma water.” This 
osmolarity is altered as it passes through the nephron, 
and its alteration correlates rather well with changes 
in the specific gravity. 

INTERPRETATION: Several factors other than renal 
failure affect specific gravity. Both sugar and protein 
may increase specific gravity, and for each three degrees 
(C.) variation from room temperature (20° C.), 0.001 
must be added or subtracted. Interference with certain 
pituitary substances can profoundly alter volume and 
specific gravity. Dyes administered for urograms greatly 
increase the specific gravity above the 1.016 required to 
visualize the collecting system. 

In the presence of progressive kidney failure, the 
specific gravity approaches that of the glomerular fil- 
trate (1.010), and nocturia ensues. At this level, a 
urine volume of 3.000 cc. (+) is needed to excrete 
nitrogen waste and prevent uremia. Ordinarily consid- 
ered a reflection of tubular failure, the ‘‘fixed specific 
gravity”? (1.010) also follows glomerular and general- 
izel kidney damage. Rarely normal concentration is 
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Figure 1. There must be sufficient tolerance between hydrometer 
and container to prevent adherence of surfaces. 


seen in spite of advanced kidney damage. Eventually 
the specific gravity test may give way to direct deter- 
mination of osmotic pressure, but until then, by virtue 
of its simplicity and accuracy, it remains one of the 
most valuable tests of kidney function in health and 
disease. 
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Kernicterus 


Erythroblastosis fetalis and other disorders of the neonatal period 
associated with severe jaundice or hemolysis may lead 

to pigmentation and destruction of the basal ganglia. 

This is the pathologic basis for the clinical picture of kernicterus. 
Characteristic neurologic manifestations include 


involuntary movements, rigidity, hypotonia, ataxia, 

emotional lability and deafness. Less frequently, 

mental retardation occurs. Hyperpyrexia is a grave prognostic sign. 
The incidence of this disease has been greatly reduced 

by exchange transfusion therapy of erythroblastosis. 


NORMAN B. DOBIN, M.D. AND RICHARD V. KOCHANSKI, M.D. 


Department of Neurology and Psychiatry, Northwestern University Medical School, 


and the St. Mary of Nazareth Hospital 
Chicago, Illinois 


KERNICTERUS has its onset in the newborn and is asso- 
ciated in a great many instances with erythroblastosis 
fetalis. It is characterized pathologically by yellow 
staining with bile pigment and cellular destruction of 
the basal ganglia of the brain. The clinical manifesta- 
tions include jaundice and progressively changing 
neurologic symptoms dominated eventually by choreo- 
athetosis, emotional instability, hearing defects and 
mental retardation. 

The object of this presentation is to discuss the evo- 
lution and basis of the neurologic manifestations of 
kernicterus. We will point out that kernicterus devel- 
ops also in disorders other than those associated with 
erythroblastosis; that survivors of the neonatal period 
have better potentialities of physical and mental de- 
velopment than may be indicated by early estimates; 
that hearing’defects are common and may be over- 
Jooked; and that hearing defects, by interfering with 
early speech and language development, may simulate 
mental retardation. The neurologic picture in kernic- 
terus is a variable one and tends to improve with time. 


An Illustrative Case 


The patient is a 3-year-old boy who was born of an 
Rh-negative mother and Rh-positive father. He was 
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the second child in the family, the older one being a 
normally developed girl two years his senior. At birth 
his blood type was O, Rh positive, and the Coombs 
test was four-plus positive. The delivery was normal, 
spontaneous, and uneventful from an ROA position. 
At birth the infant’s condition was good, his color 
pink, respirations regular, and the cry good and lusty. 
There was no asphyxia or trauma. About 36 hours 
after delivery, the infant developed jaundice, tremor, 
and seemed exhausted. On the fourth day of life he 
had some clonic spasms and continued to have recur- 
rences of body tremors, head retraction, and ‘‘stiffen- 
ing out” episodes. He became very restless and cried 
excessively. Several blood transfusions were given post- 
natally. 

The baby began to hold up its head at seven months, 
but even then it would flop back frequently. Unsuc- 
cessful attempts to crawl were present at 14 months, 
but at this time he held up his head well. At 19 months 
he was able to crawl and made attempts to sit up. At 
2 years of age he was able to feed himself small pieces 
of food but drooled excessively, as he still does at 
present. At the age of 2 he still could not walk though 
he made attempts to do so. At about this time he also 
developed purposeless movements in arms and legs, 
present during attempts to move them but not at rest. 
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He still had occasional episodes of the head falling 
forward or backward. Coordination was poor. 

At the present time, he is 3 years old. He has a 
mild form of sudden jerky movements of the extremi- 
ties and head and facial grimacing, particularly when 
he gets excited. Walking is not fully developed and is 
still done with the aid of hanging onto furniture. His 
confidence is better though, as he will attempt to step 
out without support, only to fall. His hearing appears 
to be grossly intact, as he responds to calling of his 
name, to normal or low speaking voice. He does not 
have a vocabulary and appears to be mentally retarded. 
X-rays of the skull and electroencephalography are 
essentially normal. The clinical diagnosis is kernic- 
terus, associated with erythroblastosis fetalis on the 


basis of Rh incompatibility. 


Etiology of Kernicterus 


The great majority of cases of kernicterus are asso- 
ciated with erythroblastosis fetalis due to Rh incom- 
patibility of the maternal and fetal blood. The Rh 
antibodies developed by the mother as a result of sen- 
sitization with Rh fetal blood, hemolyze the infant’s 
red blood cells, causing anemia, jaundice and increased 
hematopoiesis. Kernicterus also occurs in instances of 
erythroblastosis secondary to incompatibility of the 
ABO system of blood antigens between the maternal 
and fetal blood. 

Instances of kernicterus have also been recorded 
where erythroblastosis was definitely excluded. These 
cases were associated with prematurity, infections, 
particularly umbilical sepsis, congenital atresias of the 
gastrointestinal tract, cerebral and pulmonary hem- 
orrhages, maternal diabetes and congenital nonhemo- 
lytic jaundice. These factors are believed to play a 
role in the development of kernicterus in the sense 
that they increase the stresses of neonatal adjustment, 
accentuating physiologic reactions to a pathologic 
state, such as accentuating the physiologic hyperbili- 
tubinemia of the newborn to a pathologic degree. 
Birth trauma is not a factor in the development of 
kernicterus, since deliveries are usually normal and it 
has occurred in instances of Cesarean section. 

Follow-up studies of children with erythroblastosis 
fetalis show that the severity of the neurologic symp- 
toms in later years is not necessarily related to the 
severity of the signs during the neonatal period. Thus, 
of the infants who may appear to be normal during 
the neonatal period, 4 per cent will later prove to be 
cases of kernicterus, though such patients are not 
severely affected. Of those showing only equivocal 
signs in the newborn period, 33 per cent will show 
abnormalities later, while 100 per cent of those show- 
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ing definite neurologic signs early continue to show 
these in later childhood. In clinics using exchange 
transfusion therapy, the incidence of kernicterus dur- 
ing the newborn period due to erythroblastosis has 
been reduced from 33 per cent to 2 per cent. 


Pathology 


Examination of the brain of patients with kernic- 
terus shows yellow staining with bile pigment and 
cellular destruction, particularly of the globus palli- 
dus, the subthalamic nucleus of Luys, and the hip- 
pocampus. Other structures so stained, in the order of 
frequency, are the putamen, caudate nucleus, inferior 
olivary nuclei, dentate nucleus and flocculi of the cere- 
bellum, floor of the fourth ventricle, thalamus, cerebral 
subcortical and cortical areas, meninges, mammillary 
bodies, and even the anterior and posterior horns of 
the spinal cord. In older children there is a shrinkage 
and pallor of the basal ganglia, particularly of the 
globus pallidus, due to cellular destruction and gliosis 
during the neonatal period. 

In kernicterus due to erythroblastosis, a hemorrhagic 
diathesis may be manifested by hemorrhages of pete- 
chial and gross proportions both intracranially and in 
other portions of the body. Enlargement of the liver 
and spleen is common, in part due to expansion of 
hematopoietic functions in these organs. Cardiac en- 
largement may be present, as well as edema, both 
being explained on the basis of congestive heart failure 
secondary to the erythroblastotic anemia. 

It is generally believed that the nerve cells are dam- 
aged by some unknown factor, the staining with bile 


Figure 1. Chorcoathetotic movement of the hand. One of the bizarre 
attitudes that may be assumed. 
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pigment being secondary to this injury. Experimental 
evidence supports this view. Animals whose brains 
were injured on one side by exposure to irradiation, 
and whose common bile ducts were subsequently li- 
gated to induce hyperbilirubinemia, showed yellow 
staining of the brain on the injured but not on the 
normal side. Bilirubin has been identified in pigmented 
brain areas, both in crystalline form and by spectro- 
photometry. 

There is a correlation between high serum bilirubin 
levels and incidence of kernicterus, the disorder being 
likely to occur when bilirubin levels are above 30 mg. 
per 100 ml. serum, and unlikely if levels are beiow 20 
mg. per 100 ml. 

Other abnormal heme pigments have been identified 
by spectrophotometric techniques. Abnormal heme 
pigment concentrations appear earlier than abnormal 
bilirubin concentrations in erythroblastosis, and there 
is a definite correlation between the severity of ery- 
throblastosis and high concentration of abnormal heme 
pigments. 


Symptoms 


The symptoms of kernicterus have their onset be- 
tween the second and fifth day of life and may appear 
with dramatic suddenness. Rigidity, opisthotonus, 
head retraction, and even convulsions may appear in 
an infant who, minutes before, appeared normal. The 
onset may be more insidious, being ushered in by a 
rapid development of jaundice more pronounced than 
the physiologic icterus of the newborn, by refusal of 
food, and by marked diminution of sucking effort in 
an infant who was a good feeder. These are important 
early signs and may be first noticed by the mother or 
the nursery personnel. 

A heretofore lively baby becomes quiet, apathetic 
and even drowsy, and the lusty cry changes to that of 
the high-pitched cerebral variety. Rolling movements 
of the eyes may develop very early. The Moro reflex 
may be depressed or absent. Depending on the sever- 
ity of the disorder, twitching of the muscles, sudden 
retraction of the head, opisthotonus and rigidity may 
follow in rapid succession. Profuse perspiration in 
absence of fever, or a fever in absence of infection 
may occur. Convulsions, rigidity, cyanosis, irregular 
respirations with periods of apnea, bloody frothy nasal 
discharge, vomiting, marked elevation of temperature 
and circulatory collapse are grave symptoms. 

Neurologic manifestations during the neonatal pe- 
riod may be so mild as to be almost unnoticed, only 
to appear weeks or months later in the form of hypo- 
tonia and choreoathetosis. Infants who survive the 
neonatal period are destined to develop an ever-chang- 


ing neurologic picture. The opisthotonus and rigidi:y 


- subside in the first year of life. Muscular hypotonia 


appears as early as the third month of life, is fully 
developed at six months and usually disappears at |8 
months. Choreoathetosis or dystonia, present to sonic 
degree between the second and ninth months of lic, 
gives place to hypotonia, and then reappears, becom- 
ing well developed by the third year of life. 


INVOLUNTARY MOVEMENTS 


The development of involuntary movements is de- 
pendent on mature, myelinated and intact cortico- 
spinal pathways and on the presence of a lesion in the 
basal ganglia. The corticospinal pathways, which me- 
diate the voluntary control of movements, are imma- 
ture in the infant and do not reach the full normal 
degree of myelination for at least two years after birth, 
Thus, involuntary movements in infants with ker- 
nicterus are present in a few isolated muscles inner- 
vated by more rapidly myelinating nerve fibers, more 
muscle groups becoming involved as the corticospinal 
pathways mature. The intervening period is charac- 
terized by a state of tonelessness or hypotonia of the 
muscles. 

With the exception of the muscles involved in suck- 
ing movements, which are automatic, the extrinsic eye 
muscles are the earliest to come under voluntary con- 
trol of the developing corticospinal pathways. Invol- 
untary movements of the eyes therefore precede those 
of other muscles in kernicterus, in the form of rolling 
movements of the eyes, an athetoid phenomenon. As 
the child grows and begins to use his hands, arms and 
legs, involuntary movements appear here too (Figure 
1). 

Rigidity, which is associated with lesions of the 
globus pallidus, dominates and modifies the character 
of the involuntary movements. Thus an infant may go 
through stages of the slow ponderous movements of 
dystonia, which, with lessening rigidity, assume the 
more rapid though still slow and sinuous movements 
of athetosis, and finally when rigidity is minimal de- 
velop the rapid and jerky movements of chorea. Lesions 
of the subthalamic nucleus of Luys are associated with 
development of hemiballismus and those of the puta- 
men and caudate nucleus, with chorea. 

The development of emotional control in the grow- 
ing child enhances voluntary muscular control. This 
is extremely helpful in controlling and overcoming 
involuntary movements. Indeed, chorea and athetosis 
increase in intensity during periods of emotional stress, 
subside with emotional calm and disappear during 
sleep. As time goes on, involuntary movements sub- 
side, depending on the extent of development of emo- 
tional control. The extraocular muscles which were 
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first affected, are the earliest to show the results of 
this control. 


RIGIDITY 


Riciprry develops in the most severely affected in- 
fants, appearing at the onset of kernicterus in the 
neonatal period. It is usually limited to the upper ex- 
tremities and the neck, though it may involve the entire 
body (Figure 2). The postural attitude during episodes 
of rigidity is not unlike that of decorticate animals and 
is associated with head retraction, opisthotonus, full 
extension of the legs and adduction and flexion of the 


upper extremities. At times an intense peculiar hard- 


ness of the muscles has been observed during these 
rigid episodes, not unlike that of sclerema or rigor 
mortis. This hardness may be limited to isolated mus- 
cle groups or it may involve the entire body. In the 
latter case the infant may feel like a statue of marble. 
The rigidity disappears fairly early, certainly within 
the first year of life. It is more pronounced during 
periods of excitement and disappears during sleep. 


HypoTronia 


Hypotonia is a transitory phenomenon, bridging 
the period between the subsiding rigidity and develop- 
ing choreoathetosis. It appears as early as the third 
month of life. It is usually well developed by the sixth 
and disappears at the eighteenth month of life. The 
hypotonia is most conspicuous in the neck muscles, 
though it may involve the limbs and trunk (Figure 3). 
Tonelessness may be marked and cause the infant to 
remain motionless for hours at a time. In lifting the 
infant, the head may fall back heavily if not supported, 
and in attempting to place him in a sitting position 
the body will sag and flop down. 


ATAXIA 


With the appearance of involuntary movements, 
muscle tone and strength improve, and with develop- 
ment of emotional control the child is gradually able 
to initiate voluntary movements. The rapidity with 
which the child learns to hold up its head, sit up, 
stand and walk will also be influenced by the presence 
of ataxia. Children who are not ataxic sit up much 
sooner, usually at six months, and may even learn to 
walk by the time they are 1 year old. However, ina great 
many instances the presence of ataxia delays such de- 
velopment considerably. The ataxia is due to lesions in 
the flocculonodular lobe of the cerebellum which is 
concerned with maintenance of equilibrium, and also 
to lesions in the dentate nucleus of the cerebellum and 
inferior olives of the brain stem. The ataxia is essen- 
tially a disturbance of equilibrium and is not associated 
with nystagmus or intention tremor. 
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Figure 2. Rigidity involving the entire body of an infant with ker- 
nicterus. 


Ability to hold up the head is usually attained be- 
tween the sixth and twenty-fourth months and, excep- 
tionally, not until the fifth year. Ability to stand is 
attained at 18 months, ranging between 11 and 24 
months. During the first efforts to sit up, the child is 
extremely wobbly, but as muscle tone improves, he be- 
comes steadier and begins to learn to walk by the age 
of 2. The ataxia usually develops in children who are 
learning to walk. The child shows little sense of balance 
at this point, clings tenaciously to furniture for support 
for several months, and when he finally ventures across 
the room unsupported, he totters and staggers on a 
wide base, falling frequently. A steady gait is finally 
achieved in about six to 12 months after the first effort 
to walk. 


EMOTIONAL LABILITY 


Chorea and athetosis subside to a greater or lesser 
degree after the child learns to walk and develops a 
correspondingly improved emotional control. The at- 
tainment of emotional stability is extremely desirable, 
but is more difficult in children with kernicterus be- 
cause emotional lability is an outstanding residual 
symptom of this disorder. These children are unable 
to hide their feelings and are easily frightened and re- 
duced to tears by environmental stresses which, in 
similar circumstances, do not bother a normal child. 
They are as easily delighted. This emotional lability is 
of organic origin and is closely related to lesions in the 
hippocampus, which is almost consistently the site of 
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lesions in kernicterus and is believed to be concerned 
with control of autonomic and emotional functions. 


DEAFNESS 


Deafness of a perceptive type is common in kernic- 
terus, occurring in 40 to 80 per cent of the patients. 
The hearing loss is in the higher frequencies and may 
be partial or complete, both ears being usually involved. 
It is due to destruction of cells in the cochlear nucleus. 
The deafness may at times be responsible for the failure 
to learn to understand speech and to talk. 


MENTAL RETARDATION 


The intelligence of children with kernicterus is at 
times difficult to assess, particularly in the very young, 
because of the frequent accompaniment of deafness 
and involuntary movements. Although reports by ear- 
lier observers regarded most children with kernicterus 
as mentally retarded, this is not believed to hold true 
at the present time. Current reports indicate normal 
intelligence in over 75 per cent of these youngsters, in 
spite of the fact that when very young they may appear 
to be mentally retarded to the point of imbecility. When 
true mental retardation is present, unrelated to deaf- 
ness, it is due to widespread cerebral damage in areas 
of the brain other than the basal ganglia. 


CONVULSIONS 


Convulsions are frequently present in the more severe 
cases of kernicterus during the acute phase of the dis- 
order, but are uncommon in the less affected ones. No 
cases of kernicterus have been reported to develop 
epilepsy. 


HYPERPYREXIA 


Disturbances of temperature regulation and sweating 
are occasionally present in the more severely affected 
cases who survive the neonatal period. Temperatures 
as high as 106°F may occur in the absence of infection 
and with negative blood cultures in the neonatal stage. 
Marked pyrexia may also be present in terminal stages. 
Bouts of profuse sweating in the absence of fever or 


external heat have been reported, of such severity as to . 


require the changing of bed linens several times daily. 
Disturbances of temperature and sweating of this type 
are related to lesions in the corresponding regulatory 
centers in the hypothalamic areas. 


Diagnosis 


The development of kernicterus should be antici- 
pated in pregnancies where Rh and, to a lesser extent, 
ABO blood factor incompatibilities are present in the 
parents. The mother is usually Rh negative and the 
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father Rh positive, as is the infant. The first-born infa 


‘is usually not affected but subsequent children ar.. 


The diagnosis is made on the blood incompatibility , 
positive Coombs test, persistently elevated anti-R} 
titer in the mother (usually above 1:8), the develo))- 
ment of severe jaundice, anemia with immature re« 
and white blood cells, enlarged liver and spleen, pos- 
sibly hemorrhagic. manifestations and the onset of neu- 
rologic symptoms on the second to fifth day of life. 

Physiologic jaundice of the newborn is milder than 
in erythroblastosis, is late in onset, is not related to 
family incidence, and is not associated with kernicterus. 

Congenital familial nonhemolytic jaundice with ker- 
nicterus of Crigler is genetically determined, is not as- 
sociated with blood group incompatibilities or hemo- 
lytic disease and has its onset at birth, It is manifested 
by marked jaundice and hyperbilirubinemia, neurologic 
manifestations and a very poor prognosis with death 
in the first year of life. 

Familial nonhemolytic jaundice of the newborn is 
not associated with either hemolytic or neurologic 
manifestations. Jaundice and hyperbilirubinemia are 
mild, and prognosis is good. 

Jaundice due to congenital atresia of the common 
bile duct is usually manifested by absence of bile in 
the stools. It occurs as a separate entity but has also 
been described as occurring in the presence of kernic- 
terus associated with erythroblastosis of Rh incompat- 
ibility. 

The jaundice in these cases is not relieved by ex- 
change transfusions and in addition to these requires 
surgical intervention. 

Obstructive jaundice without atresia and due to 
inspissated bile also occurs in association with erythro- 
blastosis fetalis, being detected by marked elevation of 
both direct and indirect bilirubin levels and negative 
flocculation tests. 

Jaundice of erythroblastosis fetalis in infants treated 
with multiple exchange transfusions usually disappears 
within seven and certainly within ten days, and in un- 
treated patients or those given small transfusions within 
three weeks in most cases. Obstructive jaundice, 
whether due to atresia of the common bile duct or to 
inspissated bile in the biliary passages, when associated 
with erythroblastosis fetalis, is characterized by persist- 
ence of jaundice beyond three weeks. 

The occurrence in older children of choreoathetosis, 
hearing and mental defects, and emotional instability 
can be related to kernicterus by history of neonatal 
onset of symptoms and signs of Rh or other blood fac- 
tor incompatibilities between mother and child. It 
should be remembered that the neonatal course of the 
disorder may be extremely mild, the real significance 
of the almost trivial neonatal symptoms being recos- 
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nized with onset of choreoathetosis and hearing or 
mental defects. 

Prematurity has been reported to account for about 
75 per cent of those cases of kernicterus occurring in 
the absence of erythroblastosis and of blood group 
incompatibilities. The other associated factors occur- 
ring less commonly consist of infections (umbilical 
sepsis, meningitis, peritonitis, massive pneumonia and 
bacteremia), cerebral and pulmonary hemorrhage, 
atresia of the gastrointestinal tract and maternal dia- 
betes. Thus, jaundice and neurologic signs developing 
in the course of these disorders may be manifestations 
of damage to basal ganglia of the brain. 


Prognosis 


The degree of final disability of kernicterus has been 
found to be related in some degree to the severity of 
initial symptoms, the more dramatic onset being fol- 
lowed by greater degree of abnormal neurologic resid- 
uals. The early development of generalized rigidity 
and thermal instability is a grave prognostic sign. 
Death is usually due to involvement of the vital med- 
ullary centers or to hemorrhages into the brain or lungs. 


Therapy 


Since the institution of multiple exchange transfu- 
sions, the incidence of kernicterus associated with 
erythroblastosis fetalis has been reduced from 33 per 
cent to 2 per cent. About 30 per cent of erythro- 
blastotic babies die in utero, particularly those whose 
mothers have high anti-Rh titers. 

Kernicterus is likely to occur in babies with serum 


bilirubin levels above 30 mg./100 ml. and unlikely to | 


occur when the serum bilirubin level is below 20 
mg./100 ml. The severity and rate of erythrocytic 
destruction is closely correlated to the amount of 
abnormal serum heme pigments, as described by 
Abelson and Boggs, who utilized spectrophotometric 
methods for both bilirubin and heme pigment levels. 

The finding of a high heme pigment level even with 
a low serum bilirubin level shortly after birth indicates 
a severe hemolytic process which, if not controlled, 
will be followed by high concentrations in the plasma 
of both heme pigments and bilirubin, a high incidence 
of central nervous system involvement, and a high 
mortality. Initial and repeat exchange transfusions are 
performed to control the plasma heme pigments and 
secondarily to maintain the serum bilirubin levels be- 
low 20 mg./100 ml. Infants with initial high heme 
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pigment levels are more difficult to treat than those 
with low heme pigment levels. The former may require 
multiple exchange transfusions, while the latter may 
need none at all. It is considered safe to withhold trans- 
fusions when heme pigment levels are less than 0.100 
O.D. (optical density). It is important to gain such 
heme pigment control within the first 12 hours of life. 
If such control is not achieved by this time, the out- 
come of treatment may be unsatisfactory. If achieved, 
the outcome will be good even in severely affected in- 
fants. 

The blood for transfusions should be fresh, Rh neg- 
ative, of low titer and compatible with mother’s blood 
or of Group O. ff other donors are not available, the 
mother’s blood cells alone may be used, since it is the 
serum that contains most of the anti-Rh agglutinins, 
and the cells only a negligible and innocuous quantity. 

The treatment of children surviving the neonatal 
period is essentially the management of the develop- 
ing neurologic sequelae. Optimism in parents should 
be encouraged with respect to the eventual develop- 
ment of the child in spite of the apparent early physical 
and mental handicaps. The existence of a hearing de- 
fect should definitely be determined, as it may well 
retard language development and simulate true mental 
retardation. Even children with definite intellectual 
defects, within their limits, will show improvement 
with persistent efforts of training. 


Figure 3. Hypotonia. Marked tonelessness of mselen results in pro- 
longed motionless periods. 


An extensive bibliography accompanying this artiele is available 
upon request from the Editorial Office of GP. 
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Two fields of drug therapy have become increasingly important 
in psychiatry. The first includes those agents 
specifically influencing anxiety, tension and emotion— 
the “ataractics” or “tranquilizers.”” The second area 
is placebo therapy. Indications for the use of these two modalities 
require a sober scientific approach that is not yet clearly defined. 
O The psychologic and physiologic dynamics 

of both groups of agents are complicated. Even when used 
} with eminent success, they are at best only adjuncts to psychotherapy. 


Psychiatric Progress .and Problems of Drug Therapies 


H. KEITH FISCHER, M.D. 


Assistant Professor of Psychiatry, Temple University Medical Center 
Philadelphia, Pennsylvania 


PSYCHIATRIC progress with drug therapy is advancing 
significantly on two important fronts. The first involves 
the renewed interest in the drugs that influence emo- 
tions, anxieties and tension. These agents are headed 
by chlorpromazine, reserpine and the drugs affecting 
muscular tension. More recently drugs said to affect 
hallucinations and other symptoms have been intro- 
duced. 

The second front is by no means so widely publi- 
cized but its potential importance is just as significant 
clinically. This is the research into the therapeutic 
riddle of the dynamics and power of the placebo and 
the placebo reaction. 


Status of Drugs Influencing Emotion, 
Anxiety and Tension 


These drugs may be divided into three general 
groups. The first includes the traditional sedatives and 
hypnotics. These are the barbiturates, the bromides, 
paraldehyde, chloral hydrate and so forth. While in 
small doses they do act to relieve tension, they are 
mainly effective in assisting the patient to relax and 
sleep. Clouding of consciousness or even unconscious- 
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ness is an accompaniment or a goal of therapeutic 
dosage. 

The second is the group which Fabing called “tran- 
quilizing” agents and which Cameron called “‘ataraxics” 
—which means “freedom from confusion” or “peace of 
mind.” These drugs have specific pharmacologic actions 
on the central nervous system in areas that have not here- 
tofore been reliably affected by drug therapy. In addi- 
tion, their action seems to influence tension, anxiety 
and emotion in many instances without distortions of 
consciousness. This means that some patients can be 
chemically relaxed. They can participate in the psycho- 
therapy which is so essential to their problem solving 
and personality development without intellectual dis- 
tortion. In this sense, the ataractics herald a new era in 
the management of the mentally disturbed patient. 
While some of these drugs work on the central nervous 
system alone, others are said to relieve tension in the 
neuromuscular system by actions on the thalamus and 
on neuromuscular transmission. In general, these drugs 
reduce tension. On the side of stimulation, such drugs 
as amphetamine should be included in the group of 
ataractics, since they do not affect consciousness either. 

The third group of drugs involves combinations of 
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two ataractics or an ataractic drug and one of the tradi- 


tional sedatives or hypnotics. These combinations are . 


beginning to appear and are proposed for special in- 
dications, but they are too new to warrant discussion 
at the present time. It is to the second group, the 
ataractics, that the larger part of the present discussion 


will be directed. 


The Ataractics 


The glowing reports of the miracles of the ataractics 
are now general public information. Many of the initial 
reports concerned dramatic results in so-called “‘back- 
ward” psychotic patients who calmed and responded 
almost as an entire group reaction. These reports were 
duplicated from many parts of the country, but largely 
from investigators in mental hospitals. There can be 
no question that these drugs have influenced some very 
sick patients. They have given new hope and new 
enthusiasm to a group of patients and their physicians. 
These patients were involved in chronic custodial care 
with the pessimistic prognosis that they were beyond 
more than supportive medical help. 

The public heard almost immediately about these 
results, Just as “sulfa” drugs in the late 30°s became 
the first of the group of miracle workers in the area of 
infections, so too did the ataractics become publicized 
as the miracle workers in the emotional and psychia- 
tric field. As the people demand these new drugs, 
physicians are dispensing them at a great rate. Natu- 
rally new problems have arisen. 

At present the indications for the ataractic drugs are 
subjective. Generally speaking, the pharmacology of 
these drugs has not been completely worked out. They 
are reported as effective in a wide variety of psychiatric 
and organic illnesses. There are also a variety of side 
effects and contraindications. Mainly, they are used on 
a trial and error basis if the patient complains or shows 
signs of anxiety or tension. Either they work or they 
don’t work. With new drugs it is, of course, too soon 
toevaluate the long-range results of protracted therapy. 
However, it cannot be denied that in certain situations 
these drugs have produced important results. 

On the other hand, a good many of the present 
studies have not been adequately controlled. They 
have not been subjected to rigid follow-up or long- 
term observation in order to establish definite and 
regular indications in which predictable results may 
be uniformly expected. 

Those of us working with private outpatients and 
general hospital psychiatric and psychosomatic pa- 
tients have been unable to duplicate exactly the results 
reported by mental hospital investigators. This situa- 
tion requires study. 
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Tue REMOVAL OF ANXIETY 


In the chemotherapy of anxieties and tensions with 
ataractics, the consciousness is preserved and undis- 
torted. This means that the sick patient can continue 
to perceive himself and to carry on his everyday activi- 
ties, rather than to be in a hibernated or less perceptive 
state than before. One source of anxiety can be the con- 
tinual perceptions that are inevitably synonymous 
with consciousness. Ataractics cannot and should not 
be expected to remove this anxiety. Let me explain. 

The conscious individual is continually recording 
sensory stimuli at all times. He continues to see, feel, 
hear, taste and smell, and these stimuli are recorded 
with varying amounts of intellectual awareness. The 
importance of these continuing stimuli for his state of 
ego balance is demonstrated by interesting experiments 
in both animal and human subjects. When the sensory 
signals are perceived and are interpreted in terms of 
past experience, the individual is then satisfied, or 
mobilized for “‘fight or flight,” and some appropriate 
or neurotic action. 

Both physicians and patients have in many instances 
uncritically assumed or hoped that the ataractics would 
somehow handle this anxiety. Often they are disturbed 
when their wonder drugs do not work miracles. Can we 
expect that a man under the influence of the ataractic 
will not react to a desperate person coming toward him 
with a knife, or not withdraw if threatened by fire? Do 
we expect that he will not indicate some concern if at 
the top of a high building someone ran toward him to 
push him over ? It is unscientific and inconceivable that 
the ataractics can produce an unemotional, unreactive, 
brave superman who is impervious to stimuli which for 
years he has associated with fear, harm and danger. 
And yet both physician and patient have been guilty of 
indiscriminately expecting that these drugs would pro- 
duce such transformations. ; 

The psychiatrist has long been interested in anxiety 
as the basic alarm signal of both psyche and soma. 
When it increases sufficiently, pathologic symptoms 
result in one or both systems. The problems of the 
somatic aspects of anxiety are complex and have largely 
escaped the investigations of the physiologist and the 
biochemist. The psychiatrist talks of “castration” anx- 
iety, birth anxiety, separation anxiety, primal anxiety, 
secondary anxiety, fixed and “free floating” anxiety, 
id, ego and superego anxiety. But he still does not 
know if the physical manifestations of these anxieties 
are similar or different in quality and quantity. There 
are no objective methods for identifying and measuring 
them in the body. 

At present, then, we must rely heavily on the psychi- 
atric evaluation and the patient’s report of his own 
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anxieties and tensions. The lack of definite measure- 
ments makes our work most difficult. 


DosaGE or ATARACTICS 


Another problem exists in regard to the optimum 


dosage of the drugs employed. This difficulty exists 
because the use of the various ataractics is empirical and 
subjective. There is inadequate correlation of psychi- 
atric clinical descriptions of anxieties and somatic phys- 
iologic manifestations of anxiety. Also our traditional 
approach to drug therapy is to prescribe effective doses 
in a narrow range with little awareness of the great 
individual variables. 

Most clinicians have encountered the panicky patient 
in whom the usual doses of barbiturates produce little 
but increasing excitement. This is also demonstrated 
by the anesthetist who frequently administers thio- 
pental in doses approaching toxic levels, only to find 
his disturbed patient more wide awake than ever. The 
anxiety of the patient who becomes paranoid to his 
medication may overcome its pharmacologic actions. 

This problem, however, extends outside the psy- 
chiatric field as shown in an interesting study by Shay 
and Sun who found that medications varying in dosage 
as much as 1,000 per cent were necessary in seemingly 
calm and normal individuals to produce a similar 
physical effect. This would certainly indicate that the 
dosage has to be regulated at a much more individual 
level. But this requires a definite end-point such as 
unconsciousness or neutralization of free hydro- 
chloric acid. 

In emotional problems the end-point cannot yet be 
completely objective. Subjectively, we must aim for 
significant reduction of anxiety or tension rather than 
abolition of them. I cannot emphasize this too much. 
Anxiety is as necessary as pain unless it is over- 
whelming and leading to psychical or physical de- 
terioration. But if our therapeutic goal be to eliminate 
anxiety completely, we lose the valuable signal that 
tells us that we are approaching danger or that there 
is a problem that needs solving. 


Al OF THERAPY WITH ATARACTICS 


Our goal, then, is not to eliminate anxiety, but to 
reduce it to a level where it can still be perceived until 
the danger is passed, or the problem solved. This level 
must be undistorted, and compatible with psychic and 
somatic efficiency. Obviously, if a patient has his anx- 
ieties so high that he cannot work or concentrate, be- 
comes schizophrenic, or develops health-threatening 
somatic manifestations, this would be unacceptable. 
The general level of anxiety we would aim to achieve 
with the ataractics would approximate generally the 
symptoms of mild sympathetic overactivity—palpita- 
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tion, sweating, “‘jitteriness,” slips of the tongue aid 


the like. This amount of anxiety is compatible wiih 
efficient intellectual and physical work, acceptable soci! 
activities and good physical health. It is also the le\ cl 
at which psychotherapy is easiest and most rewardin y. 

Unfortunately, the problem of identifying objective 
and somatic manifestations of anxiety and tension is so 
complex that for the present, our subjective and clini- 
cal judgments must carry the responsibility. The dosage 
simply cannot be increased and increased without some 
control and limit as to the purpose and efficacy. The 
most careful clinical supervision to keep the therapy 
on a scientific basis is required until objective end- 
points become available. This also requires the re- 
moval of drug therapy when it has served its purpose. 
Ataractics must not be considered “psychic vitamins.” 

The present situation has developed a new type of 
clinical problem. This is the patient who is living with 
gradually or acutely mounting tension, which he seeks 
to handle with one of the new psychiatric drugs. In 
certain situations the drugs do not seem to function 
adequately, and the dosage is raised and later a second 
ataractic is added along with the first. The patient now 
is becoming panicky when he finds that his symptoms 
of tension and anxiety continue to increase in spite of 
the wonder drugs, and he seeks further help from a 
second physician. The second physician adds another 
drug. In a short time, the patient and his family are 
frightened and disorganized as 30 or 40 pills of wonder 
drug accomplish nothing and produce a psychiatric 
emergency. 


CoorRDINATION OF TREATMENT 


The public and its harassed physicians have turned 
to the ataractics as ends in themselves, with hope that 
these drugs that influence tension and anxiety in cer- 
tain situations might conceivably also solve the prob- 
lems that produce them. This is a bit too much to 
hope for. The patient who runs from physician to 
physician adding more and more pills is in a panicky 
flight that is too often aided and abetted by the family 
around him, and by the physician who has not taken 
time to evaluate the situation wisely. 

The solution in such a situation is to achieve some 
therapeutic stability with the agreement of the patient, 
the patient’s family and one physician who will take 
the responsibility of coordinating and integrating the 
therapy. If the drug given in adequate doses does not 
produce the desired result, it must be stopped and 
another drug employed. On the other hand, the ir- 
rational expectations that the wonder drugs must be 
taken and increased until they produce their miracles 
must give way to something more appropriate and 
scientific. 
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At this point it becomes evident that the ataractics 
find their places as adjuncts to psychotherapy. While 
the ataractics add an exciting new frontier to our thera- 
peutic armamentarium, they do not in themselves 
solve problems or remove the causes of the tensions. 
These continue to be handled by the patient and his 
physician in a psychotherapeutic endeavor. 

A wide variety of psychosomatic and organic syn- 
dromes have been influenced by the ataractic drugs. 
But as yet, the pharmacologic action and the variety of 
physiologic and pathologic systems involved have not 
been subjected to sufficient investigation to find their 
rightful places. 


General Suggestions for Therapy with the Ataractics 


1. All drugs influencing emotion, anxiety and tension 
affect an important but peripheral part of the problem. 
These drugs must always be considered an adjunct to 
problem-solving, maturing and continued growth and 
development. This is the realm of psychotherapy. The 
drugs must support the treatment of causes. 

2. Remember that the goal of dosage is to reduce 
anxiety, and tension to an optimum undistorted level 
—not abolish it completely. 

3. Optimum dosage and the selection of the correct 
drug is at present on a clinical, therapeutic trial basis. 
Careful observation and the subjective responses of the 
patient are the key until more objective end-points 
become available. 

4, The ataractics are good drugs. However, the tra- 
ditional sedatives and hypnotics still fill important 
functions. In some cases the ataractics fail. This should 
be recognized, another one tried or the drug stopped. 

5. Some patients who do not respond to the atarac- 


tics develop a panicky reaction—often involving several 


physicians. Find out exactly what and how many drugs 
are being taken. See that one physician takes the re- 
sponsibility for coordinating the drug therapies. Sta- 
bilize the treatment and reinstitute rational measures. 

The ultimate role of the ataractics will be defined 
with more clinical experience, regular and definite 
indications for their use, resolution of dynamic and 
somatic aspects of anxiety and more information on the 
pharmacologic actions of these drugs. The ataractics 
will then be stabilized on a scientific, objective basis 
just as the chemotherapy of infection. 


The Placebo Becomes Scientific 


It has been informally estimated that the placebo 
factor is responsible for about 40 per cent of the result 
in any given drug therapy. Although placebo therapy, 
the oldest and most common of all therapies, has been 
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employed for years, there has been little organized 
scientific information to direct its indications or con- 
traindications, and the dynamics of its actions. It is 
well known that the placebo can influence the phys- 
iology and psychology of the patient, both subjectively 
and objectively. It is equally well known that anyone 
from scientist to scoundrel can produce a placebo re- 
action with almost equal facility. Somehow, the placebo 
has remained a scientific enigma. Fortunately, within 
the last few years, a good deal of scientific work has 
begun to elucidate the dynamics and role of the pla- 
cebo. It is possible to forecast that the placebo may 
soon achieve its righful place in therapeutics. 

It is necessary to separate the placebo itself from the 
placebo reaction or placebo response. In the mind of 
the public, the placebo is usually a sugar pill. Potent 
medication is generally expected to be bitter. The pla- 
cebo is any substance that produces its reaction not by 
its intrinsic chemical and pharmacologic action, but by 
the emotional investment that comes by the giving of 
the placebo and the taking of the placebo. The placebo 
reaction is the psychologic or physiologic subjective 
and objective result. This may be positive and benefi- 
cial or negative, “toxic” and detrimental. It is neces- 
sary to emphasize that the placebo reaction may also 
follow and be an adjunctive reaction to the giving of the 
potent pill. It can also follow an injection, a ritual, a 
“laying on” of hands, a surgical operation or even 
psychotherapy itself. 


Tue PLaceso REACTION 


The placebo reaction has been shown to be a basic 
and primitive emotional response based on the normal 
desire to be free from pain and suffering, and to return 
to the healthy state. The placebo reaction is possible 
in every human being regardless of his emotional ad- 
justment. Because of this, we might say it is as basic to 
the human being as eating and sleeping. Therefore, the 
presence of the placebo reaction itself can have no 
psychiatric diagnostic significance. It is simply the 
wish to change. 

When the placebo reaction does occur, it is un- 
consciously representative of feelings about the giver. 
The awareness of the physician of the placebo reaction 
provides some ideas of what the patient unconsciously 
and emotionally is feeling about the physician himself. 
If it is positive, he is pleased and dependent; if it is 
negative he is unhappy, and hostile and he does not 
think the physician is of too much help. Frequently 
the attitude may be mixed. 

In short, the potency of the placebo is derived from 
the vast emotional potential of the doctor-patient re- 
lationship. This potency can, in special instances, be 
so extreme that it produces what seem to be dramatic 
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miracles. On the other hand, frequently these miracles 
do not stand the test of time. Something comes up to 
interfere with lasting results. 


SUGGESTIONS FOR USE OF THE PLACEBO 


It is possible to suggest some rules for the employ- 
ment of the placebo in clinical therapy. 

1. Different research methods are employed for 
drugs studied in the double-blind method. In therapy, 
a potent drug should be used when the physician feels 
that a placebo might be helpful. The potent drug should 
be selected as one that could conceivably influence 
some somatic symptom that the patient is suffering 
from. The reason for this is that the placebo and the 
placebo intent should be the confidential business of 
the therapist. The witch doctor never told his clientele 
the nature of his secret potions, and in the old days 
the physician wrote his prescriptions in Latin and kept 
them secret. If the therapeutic intent of the physician 
is on a sound scientific basis, the fact that he chooses 
to use a placebo for a specific indication is certainly 
justified. Also, the knowledge of placebo therapy is 
widespread in the general public. The discovery that 
the physician is using a placebo has detrimental effects 
on the doctor-patient relationship. For these reasons 
the use of a drug that is pharmacologically potent and 


that is conceivably influencing some somatic sympt.in 
would make the best placebo agent. It may be here.y, 
but occasionally when a patient asks what drug he is 
getting, we say that the medication is not his worry. 

2. The placebo should not be relied upon to solve 
the problem of patients and become specific wonder 
drugs. This is really a special type of addiction, which 
rarely leads to finally satisfactory therapeutic results. 
The rule then should be that the placebo be time- 
limited during periods when obvious stress increases 
are being experienced. 

3. The placebo must always be an adjunct to various 
amounts of psychotherapy. If supportive, commonsense 
psychotherapy does the job, this may suffice. If 
greater problems coexist they require skilled help. The 
placebo is a crutch, but it can be beneficial if it is em- 
ployed as a part of the rational therapeutic regimen. 

The scientific indications for placebo therapy are 
not yet avilable. Most patients do not need the placebo, 
and in general, results with expert psychotherapy are 
superior with psychotherapy alone, than with psycho- 
therapy plus a pill. 

On the other hand, there are probably certain indi- 
cations in which the placebo adjunct may make special 
contributions. The elaboration of these indications 
will require further research. 


HOW TO EXPLAIN TO PATIENTS... 


Exophthalmic Goiter 


IN EXPLAINING the function of the thyroid gland to 
patients having thyrotoxicosis, I liken the gland to a 
governor on an engine. Thus the setting of the gov- 
ernor controls the speed of running of the engine, 
and the function of the thyroid controls the ‘run- 
ning”’ of the body (that is, the rate of energy ex- 
change). When the governor on an engine gets out 


of order, the engine may run too fast and eventually - 


burn itself out. The same thing may happen to the 
body when the thyroid gets out of kilter. Hence the 
need to restore the thyroid ‘to proper working con- 
dition in order to slow down the speed of the body. 


H. GLenn BELL, M.D. 


Department of Surgery, 
University of California Medical Center, San Francisco. 
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Bronchogenic Cysts 


SOL KATZ, M.D. 
Associate Editor, GP 


BRONCHOGENIC CYSTS are congenital structures that 
originate as out-pouchings from tlre embryologic fore- 
gut or from maldevelopment of a bronchial bud. They 
may be found anywhere along the tracheobronchial 
tree but usually arise at the tracheal bifurcation or 
in the main bronchi at the level of the aortic arch. 
Although bronchogenic cysts may be adjacent to the 
root of the lung, they usually project into the posterior 
mediastinum or, less frequently, into the anterior 
mediastinum. 

Bronchial cysts are spherical or ovoid, thin-walled 
and usually unilocular. They contain clear, cloudy or 
gelatinous fluid. They are lined with a ciliated, 
pseudostratified, columnar or cuboidal epithelium ex- 
cept when the epithelial lining has been destroyed by 
infection. The cyst wall may contain any of the com- 
ponents of a bronchus, such as cartilage, mucous 
glands, smooth muscle and elastic tissue. 

The clinical manifestations are variable and depend 
upon the age of the patient, the size and location of 
the cyst and the presence of infection. In infancy 
even a small cyst may cause severe symptoms due to 


compression of the tracheobronchial tree and esoph- 
agus. Cough, dyspnea, cyanosis, wheezing, difficulty 
in swallowing and signs of obstructive pneumonitis 
are seen. Bronchial cysts are not infrequently asymp- 
tomatic in adults, often being discovered on routine 
chest roentgenograms. When the cyst does not com- 
municate freely with a bronchus, it may enlarge 
gradually, causing chest discomfort. Communication 
with the tracheobronchial tree causes emptying of the 
cyst contents, resulting in a productive cough. Pres- 
sure on bronchi produces bronchial irritation with 
cough, expectoration and hemoptysis. Infection of the 
cyst causes fever, cough and periodic expectoration 
of the infected cyst contents, which may be foul. At 
times infection produces very rapid enlargement of the 
cyst. 

Roentgenologic examination reveals a spherical, 
sharply defined density néar the tracheal bifurcation, 
more commonly posteriorly than anteriorly. When 
there is bronchial communication, an air-fluid level 
may be seen, or with complete evacuation, the cyst 
may contain only air. Calcification of the cyst wall is 
rare. Bronchography and barium swallow define the 
relationship of the cyst to the tracheobronchial system 
and esophagus. The bronchial attachment of the cyst 
can be demonstrated during fluoroscopy by noting 
its rise on swallowing. 

Bronchial cysts should be removed surgically, be- 
cause they cannot always be differentiated from malig- 
nant tumors and because of the possible complications 
from tracheobronchial obstruction, infection and even 
more rarely malignant changes in the cyst wall. 


Figure 1 (left). Chest film of 9-month-old child who had wheezing since birth. There is overdistention of the left lung due to obstruction 
of the left main bronchus. Figure 2 (center). Lateral view showing round density in posterior mediastinum interposed between esophagus 
(disp/aced posteriorly) and trachea (displaced anteriorly). This represents a bronchogenic cyst. Figure 3 (right). Surgically removed 
Specinen—bronchogenic cyst. There was complete relief of wheezing. 
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Acute low back pain due to sudden strain usually subsides 

in a few days following therapy such as local anesthesia, 
analgesia and rest. When acute pain is recurrent, or when pain 
becomes chronic, the patient must be completely studied. 

A search must be made for systemic disease, 


and the orthopedic examination must be meticulous. 
Following this investigation—if infectious, neoplastic 
or other etiology is ruled out—the diagnosis is usually 


chronic lumbosacral strain, with or without herniation 
of an intervertebral disc. Treatment modalities 
include rest, heat, drugs and exercises. 


Office Treatment of Backache 


LEWIS COZEN, M.D. 
Los Angeles, California 


PRESENT-DAY METHODS for the treatment of back pain 
are unsatisfactory. In no other division of orthopedics 
is there more need for diligence, patience and urbanity 
than in the treatment of back pain. This article is writ- 
ten to discuss some methods of handling the backache 
problem in office practice. 

It seemed for a time, after Mixter and Barr empha- 
sized the importance of the intervertebral disc, that 
excision of a herniated intervertebral disc would be 
the answer. After popular swings back and forth, for 
and against laminectomy for backache, the present 
opinion is that the operative treatment of ruptured in- 
tervertebral disc has aided in the solving of the chronic 
back pain enigma to a rather limited extent. Generally, 
the patient with the chronic low back pain or sciatica 
must still be treated in the practitioner’s office. 


The “‘Acute Back” 


First, let us consider the patient with the acute 
back pain. He or she stooped over to pick something 
up and felt an immediate sharp pain low in the back. 
If the patient is young and has been in good health, it 
is unnecessary to pursue the investigation of his pain 
in any great detail. One should make sure that the 
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origin of the pain is really in the low back. Point 
tenderness should be elicited in the lumbosacral spine. 
Hip joint motion should be tested while the patient is 
lying supine, for it is very easy to confuse hip joint 
disease with low back derangements. With the patient 
lying supine, rotation and flexion of the hip should be 
free and painless. Straight leg raising may be tested 
while the patient is in this same position. This is an 
important sign of an acute rupture of the intervertebral 
disc. The straight leg raising would usually be very 
limited (to 60° or less) if the intervertebral disc were 
pressing on a nerve root. While the patient is in this 
position, another moment may be taken to test the 
Achilles reflexes with the same idea of eliminating 4 
sudden massive disc protrusion. A few additional 
questions will eliminate the probability of any general- 
ized disease such as influenza, tuberculosis, peptic 
ulcer, heart disease or renal colic. 


Treatment of Acute Back Pain 


The patient with an acute back pain will not allow 
himself to be examined at great length. His back may 
be treated in one of several ways. If there is a small 
circumscribed area of point tenderness, local infiltra- 
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tion might be tried. Any one of several anesthetic 
solutions may be used for the injection. 


INFILTRATION 


PRocAINE in | or 2 per cent solution may be used. 
About 10 cc. of solution is necessary. Xylocaine in 2 
per cent solution produces fewer toxic reactions and 
may have faster and more prolonged action. I am not 
sure that hydrocortisone added to the local anesthetic 
offers any advantage. A 30-mg. tablet of phenobarbital, 
given 15 minutes before the injection, may diminish the 
incidence of toxic reactions to procaine. An injection- 
able barbiturate such as secobarbital sodium or sodium 
phenobarbital should be at hand in the event a reaction 
to the local anesthetic solution ensues. A sharp 26- 
guage needle should be used. Pressure made with the 
other hand adjacent to the site of injection probably 
diminishes the pain felt during the injection. The 
patient feels pressure from the finger instead of all the 
pain from the needle point. 


CHLORIDE SPRAY 


Ethyl chloride spray may be tried for the relief of 
acute low back pain. The mechanism of its action is un- 
known but it is effective in some cases. It often will 
relieve the acutely painful low back that has associated 
muscle spasm. It relieves the painful muscle spasm 
where other methods are ineffective at times. 

Despite some writers’ opinions, I do not believe the 
spray has to be applied in any particular manner such 
as in sweeps or in a steady stream. It should be sprayed 
on to blanch the skin for an instant only. Too much 
spraying may injure the skin. Immediately after the 
skin is sprayed, light massage may be tried to loosen 
up the tight muscles. If pain is still intense and the skin 
has not been badly frozen, the spraying should be re- 
sumed. The entire process of spraying and massage 
does not take more than five minutes. 


TAPING 


Taping the back may be indicated when the pain is 
acute. It is probably better tolerated in the thin in- 
dividual than in the obese one. Newer makes of adhe- 
sive tape seem to cause fewer sensitivity reactions. 
Plastic tapes are available which will allow the patient 
to bathe and will, in addition, allow the application of 
moist hot packs to the back. 

Strips of tape 3 inches in width are applied from one 
side of the back to the other. The strips are applied 
under tension in order to aid immobilization of the 
area. Probably better immobilization is obtained if the 
strips start and end anterior to the iliac crests. It may 
be found desirable to add several strips of tape anter- 
iorly. connecting the posterior layers. This connection 
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should be applied more loosely than the back strapping 
so that it would not be uncomfortable. A square of 
gauze over the pubic hair will prevent adherence to 
the tape. Usually the tape is left or for about four or 
five days. Patients are afraid of the pain that accom- 
panies removal of the tape. Their fears may be allayed 
by telling them to remove it while they bathe. 


ANALGESIA 


Medication should be prescribed to give the patient 
additional relief. Empirin compound and codeine is 
frequently prescribed. Newer codeine derivatives may 
cause less gastric disturbance. Benadryl, 50 mg. four 
times daily, is helpful as it seems to diminish the mus- 
cle spasm and reduce the necessity for codeine. 

Usually the patient will be in enough discomfort so 
that he will stay home in bed. The rest will be beneficial 
for his healing ligamentous tear. 


Recurrence of Back Pain 


So much for the patient with the “acute back.” 
What happens if the pain lasts longer than the usual 


Figure 1. The best method to elicit changes in the Achilles reflex. The 
patient stands and rests first one knee and then the other on a chair. 
This kneeling position relaxes the heel cord so that minor differences 
in the reflexes can usually be elicited. . 


99 


it 

it 

\ 

4 

n 

al \ \ 

is \ ir 

a 

ic 

ill 

a- 


week or ten days? Certainly the patient should be re- 
examined. Is the pain throbbing (infection), sharp 
(mechanical), dull (arthritic), severe and unrelieved by 
rest in bed (malignancy), increased on coughing (rup- 
tured disc or spinal cord tumor), increased during wet 
weather (arthritic), covering entire spine from head to 
tailbone (functional) ? 

Of course these explanations for the various types of 
pain are far from being exact. As a matter of fact ex- 
ceptions are very frequent. For instance, arthritic pains 
can be sharply increased on rest and unaffected by 
the weather. 


History 


The past history is now delved into in some detail. A 
history of numerous elective operations points to neu- 
rosis. A history of severe accident may indicate an un- 
diagnosed compression fracture of the spine. If there is 
a history of osteomyelitis elsewhere, it may mean that 
infection of the spine is present. A history of typhoid 
fever, undulant fever or even of a peptic ulcer may give 
one a lead. Both typhoid and brucellosis may cause 
infection of the spine. In peptic ulcer pain may be 
referred to the back. 

The orderly pursuit of the origin and the treatment 
of chronic back pain are continued by questioning the 
patient regarding the systems, starting with the head. 
*“Do you have any headaches, earaches, are you hard 
of hearing, do you have ringing in your ears; do you 
have trouble with your vision; do you see spots before 
your eyes; do you have any trouble with your chest or 
lungs; cough; does your stomach bother you; are you 
constipated ?”’ Chronic backache is likely to be of neu- 
rotic origin. Not infrequently, one will obtain positive 
answers to almost every question about pains or symp- 
toms, from head to toe. Such a group of answers means 
almost invariably that there is an important neurotic 
component in the patient’s complaints. 

Questioning concerning the various systems of the 
body also elicits other information. Loss of hearing is 
one symptom of Paget’s disease. Persistent cough, 
change in bowel or urinary habits may be symptoms of 
carcinoma, and the back pain may be from a metastasis. 
Chest pain in elderly people may be caused by multiple 
myeloma which can cause back pain as well. Loss of 
weight may be also significant of carcinoma. 


EXAMINATION 


A general physical examination is helpful. It is sur- 
prising how often arterial hypertension will be found in 
the elderly patient. Such a finding may preclude the 
prescription of such drugs as phenylbutazone or cor- 
tisone. 

Now the local examination begins. The male patient 
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must be examined completely undressed, standing. '! he 
female patient may be draped in front. Such abnor- 
malities as flat feet, pelvic tilt, dorsal kyphosis may be 
concealed when the patient’s lumbar spine alone is 
examined, 

If the patient is a male, some information may be 
gained by being able to watch him disrobe. Especially 
if there is some litigation involved, is this surreptitious 
examination of value. The patient may exaggerate his 
back stiffness, and then in an unguarded moment he 
will flex his hip and spine to remove a shoe. The 
patient with a painful stiff hip causing pain in the pelvic 
region will pull his shoe back to unlace it, instead of 
flexing and rotating his thigh as one normally does. 

The patient with a ruptured intervertebral disc will 
often have a scoliosis with the involved side of his pelvis 
higher, and with the convexity of the curve to the op- 
posite side of the pain. Inspection of the patient with a 
ruptured intervertebral disc will often reveal that in- 
stead of the scoliosis, there is obliteration of the normal 
lumbar lordosis, even with kyphosis, so that the patient 
walks and stands with his head and back bent forward. 
The increased lordosis and forward displacement of the 
sacrum that is present in spondylolisthesis is also often 
discernible on inspection. Rarely, a small prominent 
kyphos posteriorly will denote the presence of tuber- 
culosis. Flat feet should be looked for since they can 
cause pain in the back. 

Palpation now follows inspection. The palpating 


Figure 2. A light Williams back brace for severe low back derange- 
ments. The upper back cross piece is hinged so that it conforms to the 
back as the patient bends. This brace can be made of light weight 
material (metal) and can be quite comfortable. It should be fitted 
slightly lower on the buttocks than shown. 
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hand may find a tender nodule of fat or fibrous tissue 
in the region of the posterior superior iliac spine. Such 
a nodule may be the result of ‘‘fibrositis,”” or may be a 
painful herniated nodule of fat that has ruptured 
through the fascia of the back to become superficial, as 
well as painful and tender. The “‘step-off” of the dis- 
placed vertebra in spondylolisthesis can also be felt. A 
slightly palpable yet not visible prominence of the 
spinous processes in the lower dorsal area will make the 
examiner suspicious of tuberculosis. On light percus- 
sion with a finger tip, pain is experienced. Hard, con- 
tracted muscles on one side of the spine will often 
furnish another clue to a ruptured intervertebral disc. 
Of course, one may occasionally palpate unusual ab- 
normalities such as bony tumors of the pelvic wall. Pal- 
pation should include the entire thigh and calf of the 
painful leg, as well as the back. A diagnosis of ischial 
bursitis or popliteal bursitis may be made by the pres- 
ence of tenderness and swelling in these regions. 

At this point, motions of the back are tested. The 
patient is asked to bend forward, backward, to both 
sides and then to twist his back as much as he can to 
both sides. During these maneuvers, the physician 
should caution the patient not to go beyond the point 
of pain, An exacerbation of pain may zesult for which 
the patient will hold the physician responsible. During 
these motions the location where motion is taking 
place must be noted. If the lumbar and lumbosacral 


spine is held rigidly as the patient bends forward 


Figure 3. Man’s canvas lumbosacral belt. The belt should have lacing 
50 that it can be tightened up after the buckles in the front are 
fastened. It should be wide, both in front and in back. 
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(using his hip joints and dorsal spine to flex), one may 
surmise that a lesion of some type involving the lumbar 
spine is present. If there is a ruptured lumbar disc the 
patient may bend more away from the painful side than 
to the same side. Because rotation of the spine takes 
place largely in the dorsal portion of the spine, limited 
rotation should make one suspicious of a lesion here. 

At this point of the examination chest expansion can 
be quickly tested. Chest expansion is limited early in 
the course of Marie-Strumpell arthritis of the spine 
(rheumatoid spondylitis). Testing for it must not be 
neglected. The hands are placed on the lower rib cage 
and the patient is asked to exhale and inhale as much 
as he can. If the physician is in doubt as to whether 
excursion is normal, a tape around the lower chest may 
be used. Two inches of expansion is considered normal 
for adult males 20 to 60 years of age. 

After the examination in the standing position is 
completed, the patient is examined on the table in the 
supine position. The legs are rotated inwardly and 
outwardly to determine loss of hip joint motion or pain 
on hip rotation. Hip joint disease is easily confused 
with pain emanating from the low back. The Faber 
test, wherein flexion, abduction, and external rotation 
(as the letters FABER indicate) of the hip is tried. The 
heel of one foot is placed on the opposite knee. If this is 
easily done without the patient complaining of pain, 
the examiner may assume that motion of the hip joint 
is probably normal. 


Figure 4. Woman’s canvas corset. The corset should have the lacing 
which should be tightened up after the corset is applied, preferably 
with the patient lying down. The front of the corset should be low 
enough to prevent any protrusion of the fatty skin above the perineum 
and high enough in front to keep the corset next to the back when the 
patient bends forward. ee 
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Now leg length is tested. Length from the anterior 
superior iliac spine to the internal malleolus is meas- 
ured on both sides. The legs must be in neutral 
position for this test and the tape at one end should be 
pencilled before the number is read to avoid self de- 
ception. It is natural to assume that the two legs are of 
equal length. If one does not take pains one will miss 
one-half inch differences in leg length. At times, cor- 
recting a small difference in leg length by a heel lift 
will relieve a patient’s long-standing backache. 

Circumference of the calves and of the thighs is now 
measured on both sides. It is valuable to scrutinize the 
two legs for muscle atrophy that may affect muscle 
groups that cannot be measured. The vastus medialis is 
one such muscle group. (Buttock atrophy is an im- 
portant sign that should be noted while the patient is 
examined in the standing position.) Atrophy of calf, or 
of thigh or buttock is an important sign of nerve root 
pressure, the most frequent cause of such pressure 
being a ruptured intervertebral disc. 

Straight leg raising is now tested. This is an im- 
portant test of nerve root pressure and is probably the 
most frequently encountered sign of ruptured inter- 
vertebral disc. There are several variations of the 
straight leg raising or Lasegue test. The lower ex- 
tremity is flexed while the knee is kept straight. The 
degree of limitation of motion is usually parallel to the 
amount of impingement of the ruptured disc on the 
intrathecal nerve. If the straight leg is flexed just short 
of the elicitation of pain in the involved leg and then 
the foot is dorsiflexed, pain in the leg should be repro- 
duced. Now the straight leg is flexed just short of the 
elicitation of pain and the knee is flexed. Pressure is 
made in the popliteal space to put tension on the 
sciatic nerve. If a typical ruptured disc with nerve 
pressure is present, sciatic pain is reproduced. Next 
the head is flexed while the partially flexed straight leg 
is held up with one hand. This maneuver also increases 
tension on the nerve root, and if a ruptured disc is 
pressing on it, it should aggravate or produce the pain. 

With the patient lying on the table in the supine 
position, pressure is made by the examining physician 
on the neck over the jugular vein. Pressure in this, the 
Naffziger test, should be maintained for at least two 
minutes before declaring the test negative. Pressure on 
the jugular vein increases intraspinal pressure and thus 
in turn may reproduce the pain of a ruptured disc. 

The patellar and Achilles reflexes are tested (Figure 
1). With an affection of the disc between L5 and $1, the 
Achilles reflexes are likely to be diminished. With a 
lesion between L4 and L5 the Achilles reflex is usually 
normal. When the lesion is higher, between L3 and L4 
(a rare location for the lesion), the patellar reflex is 
likely to be diminished. 
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Sensation is rapidly tested. A pin is stroked over ‘he 
great tue, over the dorsum of the foot and on ‘he 
plantar surface also. In lesions of the disc between the 
fourth and fifth lumbar vertebrae (fifth lumbar nerve 
root), there is numbness on the dorsum of the great 
toe and also on the inner border of the lower leg. In 
lesions of the disc between the fifth lumbar and the 
first sacral segment (Ist sacral nerve), there is usually 
numbness on the outer border of the foot, including 
the little toe. 

Strength of the toe muscles should now be tested. 
Lesions of the fifth lumbar nerve often cause weakness 
of the toe extensors, particularly the extensor of the 
great toe. Now the patient is asked to press his foot 
down hard against the examiner’s hand. Gastroc- 
nemius weakness is evidence of a lesion of the first 
sacral nerve. 

The circulatory status of the leg should be tested. 
Pain in the low back and leg may be caused by occlu- 
sion of the lower aorta or one of the iliac arteries 
(Leriche syndrome). The pedal pulses are felt. If they 
are present and equal in both feet, arterial insufficiency 
may usually be eliminated as a cause of low back and 
leg pain. It is true that there are instances wherein 
claudication on’walking will appear in the patient who 
has pedal pulsations, but such instances are rare. 
Pulses should also be sought in the popliteal space and 
then in the femoral triangle. Incidentally it is worth- 
while in a suspected case to auscultate for the bruit of 
an abdominal aneurysm. 

While the patient is still in the supine position, the 
feet may be examined somewhat further. Motion of the 
tarsal joints should be tested to see that it is within 
normal limits, and heel cord tightness should be looked 
for. Tenderness of the plantar fascia should also be 
sought. Foot strain is a potent source of leg and back 
pain. If findings are elicited of foot strain, then further 
therapeutic testing should proceed. The foot or feet 
should be strapped with adhesive tape and felt. Such 
strapping should be left in place for a period of one 


week, to see if the back and leg pain is relieved. 


LABORATORY EXAMINATION 


The patient with chronic backache should have x-ray 
studies. The patient with chronic back pain is usually 
worried about himself. He fears the presence of a se- 
rious disease such as cancer or tuberculosis, because of 
the wide publicity given to medical matters in this age. 
Nothing will allay his fears as much as an x-ray exam- 
ination by a physician in whom he has confidence. 
Negative x-ray films are therefore just as valuable as 
films showing bone changes. It should hardly be neces- 
sary to state that films should be of excellent quality 
and the interpreter should be well qualified. 
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There are a number of preferences for special views 
of the lumbosacral spine. My preference is for an 
anteroposterior view, lateral spot film of the lumbo- 
sacral interspace and two oblique views of the lumbo- 
sacral spine. These five films suffice in most instances, 
but if there is indication from the examination, others 
such as hip joint films are added. 

The patient with chronic backache should have a 
sedimentation rate and a blood uric acid determination. 
The sedimentation rate is especially valuable in men. 
It is raised in rheumatoid arthritis, rheumatoid spon- 
dylitis, tuberculosis, osteomyelitis or other infections 
of the spine. It is also usually elevated in metastatic 
malignancy and in multiple myeloma—not infrequent 
causes of back pain in older people. It is normal in 
cases of degenerative arthritis, back sprains and rup- 
tured intervertebral disc. The test is more significant 
in the male than in the female because raised sedimen- 
tation rates are frequently present in the female without 
any apparent abnormality. Elevated uric acid deter- 
mination is a rare but valuable finding in the male 
patient with backache, for gout, acute or chronic, may 
be the cause of the back pain. 

Other laboratory tests are ordered if they seem to be 
indicated from data obtained during the course of the 
examination. For instance if the rectal examination of 
the male patient discloses a hard prostate gland, an 
acid phosphatase determination is desirable. If the 
x-ray films show inordinate bone atrophy or areas sug- 
gestive of bone destruction, sternal marrow puncture 
should be obtained to determine the presence of multi- 
ple myeloma or metastatic malignancy. Other tests 
(blood calcium, phosphorus, alkaline phosphatase, 
albumin and globulin) are indicated if the examiner 
becomes suspicious of hyperparathyroidism, Paget’s 
disease or multiple myeloma. 

Special consultations and even hospitalization for 
complete study must be done where the office exam- 
ination discloses signs of a serious but undisclosed 
lesion such as carcinoma of unknown origin with sec- 
ondary metastases. Psychiatric consultation may be 
helpful in some cases. Often a spinal puncture is done 
at the hospital, for a tumor of the spinal cord can be 
missed easily without spinal puncture. Pantopaque 
myelograms are performed usually only if operative 
laminectomy is determined upon, and are used to 
localize a ruptured intervertebral disc just before 
operation. 


Treatment of Chronic Backache 


The history and examination have ruled out fairly 
well any infectious or neoplastic disease of the back. 
Our diagnosis then in the great majority of patients 
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with chronic low back ache is chronic lumbosacral 
strain with or without protrusion of the intervertebral 
disc. Treatment must now be considered. 
Treatment may be divided into: 

1. Rest. 

2. Heat. 

3. Medication. 

4. Graduated exercise. 

5. Other methods including manipulation and 

traction. 


Rest 


The extent of rest that the patient needs depends on 
the severity of the patient’s pain. If the pain is extreme 
he should in most cases be at complete bed rest. He 
will usually find himself much more comfortable at 
complete bed rest than trying to “fight it out.” 

Rest should be on a firm bed. Thick unyielding 
boards that are long enough to span the bed completely 
are placed under the mattress. The mattress itself 
should be thin and firm. Many of my patients have 
found relief by resting on the floor. They have placed 


Figure 5. Back exercise. Lie on back, grasp knees with both hands and 
pull gently toward chest. Relax, keep hands around knees, repeat. 


Figure 6. Back exercise. Lie on back, -_ extended. Bend one knee 
toward chest. Alternate. 
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a blanket on the rug and stayed on the floor except to 
go to the bathroom. 

Occasionally one finds a patient whose pain is made 
more severe by bed rest or by resting on a firm bed. In 
such cases, the physician should allow the patient to 
assume the position that is most comfortable, be it a 
soft bed or even almost constant ambulation. The firm 
bed provides relief of pain by effective immobilization 
without sag and stretch of intervertebral joints and of 
ligaments, fascia, muscles and nerves. 

Rest of the low back can also be afforded by various 
forms of apparatus (Figures 2, 3 and 4). For men, the 
canvas belt is usually the most practical method of 
immobilization. The canvas corset is the most accept- 
able apparatus for women. Braces made of steel and cov- 
ered with leather are usually more uncomfortable, and 
more unsightly due to their bulk. Braces (steel and 
leather) are occasionally necessary where exceptionally 
rigid immobilization is needed, for instance, after surgi- 
cal exploration of the lumbosacral area for a ruptured 
intervertebral disc. If there is bony instability of the 
lumbosacral spine, as in spondylolisthesis, a brace is 
usually more effective. 

In fitting the canvas belt or canvas corset, it is impor- 
tant to see that the apparatus extends far enough distally 
and proximally. If the belt or brace does not come 
down low on the buttocks and up to the rib margins, 
the lumbosacral spine will not be fixed. The front part 
of the corset or belt must be wide also or there will be 
no immobilization when the patient bends forward. A 
wide apron that extends from the costal cartilages to 
the symphysis pubis will prevent flexion of the lumbo- 
sacral spine. The physician must inspect this aspect of 
the apparatus with the patient in flexion as well as 
erect. The corset should not fall away from the back as 
the patient bends. The brace should be tight. 

Ifthe pain is severe and long-standing, the application 
of a plaster cast may be helpful. Such a plaster flexion 
jacket may relieve the pain of lumbosacral injury and is 
helpful diagnostically also. In mechanical disturbances 
of the low back, plaster immobilization will relieve the 
pain. Most of these chronic nonspecific low back and 
sciatic syndromes are derangements of the interverte- 
bral discs in the lower lumbar spine. If the patient’s 
pain is on a largely neurotic basis the plaster cast will 
not relieve it. If the pain is caused by a metastatic 
malignancy or a primary tumor of the spinal canal, a 
plaster jacket will be of no avail in relieving the pain. 
While the patient is wearing his jacket, the physician 
has an excellent opportunity to observe his patient and 
thereby to learn more of his emotional make-up. 

The jacket is properly called a flexion jacket because 
an attempt is made to flatten the spine, to flex the 
lumbar spine and thus to widen the posterior part of 
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the intervertebral space. Thus less pressure is exerte | 
on the lumbar nerves by the intervertebral discs. 

The jacket should be applied with the patient supi - 
on a fracture table. The canvas sling on which thc 
patient rests during the application of the cast 1s 
allowed to sag in order to create flexion. After stock- 
net is applied over the torso of the patient, two strij)s 
of felt are applied over the iliac crests, and plaster 
bandages are applied snugly around the lower part of 
the back and pelvis. The plaster extends low over the 
buttocks in an attempt to grip them securely. When 
this part of the cast is hard the canvas sling on which 
the patient rests is tightened so that the dorsal spine is 
straightened from its flexed position. After all, there is 
no benefit to be derived from flexion of the dorsal spine 
and it would be very uncomfortable to try to walk 
around with the entire spine bent forward. 

The plaster jacket may be applied with the patient 
on Goldthwaite irons if a regulation fracture table is 
not available. It may be applied without the aid of any 
table at all, the patient standing during the application. 
I do not believe these jackets fit as snugly as do those 
applied on the fracture table. 

Rest for the back should be provided during the 
sitting position that the patient assumes during the 
greater part of the day. I have already made some sug- 
gestions to be followed to provide rest for the patient’s 
back during the sleeping period. The chair upon which 
the patient sits should be of proper height. Of course 
he cannot choose the chair in which he sits at all 
times. However, the chair in his office or home is 
chosen by him, and he should be advised about it. If 
it’s too low, it places excessive tension on the hamstring 
muscles and thus on the lumbosacral and lower lumbar 
articulations. Because the hamstring tendons are at- 
tached to the pelvis, excessive tension on these tendons 
will produce intervertebral joint strains. If the chair is 
too high, the patient’s feet do not rest securely on the 
floor and he will shift forward on the chair thereby 
losing the effect of the back support. If the chair is too 
soft it will sink in and in effect be the same as if the 
chair were low. The patient should find a hard-backed, 
hard-seated chair ofa height so that his feet are securely 
on the floor with his back resting against the back of 
the chair. I have found the newer type of back rests to 
be helpful especially for the automobile; and because 
they project high up on the spine, they provide a 
measure of immobilization for the patient while he is 
sitting at home as well as in the office. 

Adhesive tape is rarely of value in the patient with 
chronic low back pain. Its use has been described 
earlier for the patient with acute back pain. Where the 
pain is chronic, a lumbosacral belt for men or a corset 
for women is generally preferable. 
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Heat 


Heat may be applied in several forms for the patient 
with chronic low back pain. The best form of heat in 
my experience has been moist heat. It seems to pene- 
trate deeper and to give more relief from pain than does 
dry heat. At home a satisfactory method of providing 
wet heat is to have hot compresses applied to the back 
and then to have an infrared lamp turned on over the 
compresses in order to keep them warm. Ordinary elec- 
tric heating pads or hot water bottles are also helpful 
and may be used alternately with the wet heat. Heating 
should be applied in this alternate wet and dry form 
while the patient is awake. It is somewhat dangerous to 
keep the area heated while the patient is asleep, since a 
burn might result, especially if the heating pad slips 
down to the leg. 

There are some new commercial devices that are 
excellent for the provision of wet heat. One of these is 
the hydrocollator. The material in the apparatus con- 
tains chemicals that retain heat for several hours. The 
hydrocollator pack is soaked in hot water and is then 
applied to the back. The pack is not expensive even for 
home use, although expensive heating tanks may be 
bought for office or hospital use. 

Poultices and irritant plasters have no advantage 
over ordinary heat. They produce local heat and hyper- 
emia by creating an inflammatory reaction in the skin. 
Some rubefacient ointments are helpful. Most of these 
contain menthol. If the ointment is applied before the 
patient falls asleep there may be some prolonged mild 
local hyperemia to the skin. The placebo effect of such 
an ointment which has a “medicinal” odor is con- 
siderable. 

Not too long ago, ephedrine and epinephrine creams 
applied locally to the skin were in vogue. Subsequent 
observations indicate that these creams are valueless. 

In the office, heat may be used in several forms. The 
most readily available form is the infrared lamp. This 
form of dry heat is inexpensive and relatively quite 
safe. Adequate care should be taken to avoid burns 
especially in the aged patients. Their sensation is dimin- 
ished and they may sustain burns without feeling pain. 
The lamp should be applied for a period of about 20 or 
30 minutes, and the heat should be followed by an 
equal period of massage. The effects of such local heat 
are to create local hyperemia. Thus, healing processes 
should be enhanced. 

‘The diathermy and microwave machine are two excel- 
lent methods of securing deep heat. I believe that gener- 
ally they are far superior to the infrared lamp. A 
trained physiotherapist is desirable although not man- 
datory with the use of these machines. For that matter, 
a trained physical therapist will usually obtain better 
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results than will one who is untrained even with the 
simplest modalities such as the lamp. For one thing the 
trained technician, just like the experienced physician, 
engenders confidence in the patient. 

It is difficult to say which of the heating modalities 
would be used in a given case. Usually the problem is 
solved by the presence of only one type of heating 


Figure 7a. Back exercise. Knee-hand position, feet relaxed. Sit down 
on heels, bend head to knee simultaneously. Relax head, shoulders, 
back. . Raise up into starting position, lift head. The lumbar spine 
goes into lordosis and kyphosis alternately. 


Figure 8. Back exercise. Lie on back, legs bent at hips and knees, feet 
on floor. Lift pelvis, extending hips. Lower pelvis to the floor and 
bend both knees to chest. Replace feet on floor. Repeat both movements. 
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machine in the physician’s office. If they are all avail- 
able then one should use theoretical considerations in 
the choice of the unit. If one believes the pathologic 
process is deep in the back, such as an arthritic inter- 


Figure 9a. Back exercise. Lie on back, legs extended, arms extended 
and raised slightly. Raise head, shoulders and trunk to sitting posi- 
tion (slight assistance from physician or therapist may be necessary 
in the beginning). Bend head and body forward, let knees bend and 
outwardly rotate. Rock back and forth gently, hands “reaching” 
toward toes. Lie down, chin on chest and arms out forward. Watch 
Sor proper pelvis tilt and contraction of abdominals. b. As pain and 
tension diminish, knees are kept together, though flexed. ¢. Slowly, 
knees are lowered until completely extended and hands touch toes. 
Head should always be between arms. 
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vertebral joint, then one of the forms of deeper he. 
should be used, diathermy or microwave. If pain seen s 
to originate from the more superficial structures, suc |: 
as the muscle (in myositis or muscle spasm associate 
with a deeper lesion), then wet heat should be cou- 
sidered first. Melted paraffin has been used to heat a 
patient’s back. The paraffin is melted in a special heater 
for office use and is then painted on the back with a 
paint brush. The paraffin will retain its heat for a 
period of 30 to 60 minutes, and it is then removed to 
be reheated for the next treatment. 

Ultrasonic machines provide deep heat. The very 
fine sound waves have been shown to give other effects 
(micro-massage) but heat has been generated as well. 
Probably ultrasonic therapy is best used in conjunction 
with other forms of physiotherapy such as diathermy 
or hot wet compresses as preliminary applications. 
Usually 12 treatments are necessary; duration and 
intensity of each treatment varies according to the 
severity of the condition, the patient’s tolerance and 
the machine used. The treatments are given twice or 
three times weekly. 


Drucs 


Medication should be prescribed to relieve pain. 
Percodan, a newer codeine derivative, is usually effec- 
tive in relieving the pain, and causes less gastric distress 
than does codeine. The tablets are of one strength 
only. These tablets are prescribed, one every three or 
four hours, as necessary, for the relief of pain. 

Mephenesin Carbonate (Tolserol) is the other drug 
that I have found useful. There is such an individual 
variation to the patient’s reaction to this drug, that 
dosage should be varied, increasing the amount if no 
effect is felt, and decreasing it if lethargy or excessive 
relaxation is felt. 

Benadryl, 50 to 100 mg. four times daily, has a 
relaxing effect on skeletal muscles. In some patients, 
this antispastic property exceeds that of mephenesin. 
Meprobamate (Equanil, Miltown), reserpine (Serpasil) 
and barbiturates are successful in reducing anxiety as 
well as sometimes relieving muscle tension. 

I have tried a novel type of therapy, that consists of 
dehydrating the intervertebral disc. It is well known 
that the disc consists of between 70 and 80 per cent 
water. A diuretic, Diamox, is used to effect removal of 
water from the disc and thus relieve pressure on the 
nerve root. If the disc is completely ruptured, then 
diminution of fluid pressure would probably have little 
real effect. If the disc is a bulging one, it would, theo- 
retically, be effective. One tablet or one and a half 
tablets of Diamox are given daily for three days. If 
necessary, the tablets are renewed after a rest period of 
three more days in order to obviate any possible dele- 
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terious effects of Diamox. Although it is extremely 
hard to judge its effectiveness in such a condition as 
intervertebral disc. injury, where spontaneous remis- 
sions are frequent, the results seem to warrant further 
investigation. 

Phenylbutazone (Butazolidin) has been of some value 
in an occasional case. It is highly toxic so that great 
care must be used in prescribing it. First it should not 
be prescribed unless other forms of treatment have 
been tried unsuccessfully. It should not be used if 
there is any history of gastric ulcer or of heart disease, 
or if the patient has a history of drug sensitivity. It 
should be used in dosages of 300 mg. daily or less, and 
if no relief of pain is obtained after three or four days, it 
should be discontinued. In any event, it should not be 
taken for periods longer than one week unless there is 
an excellent indication such as rheumatoid spondylitis. 
Blood counts must be taken at biweekly intervals if the 
medication is continued. 


TRACTION 


If pain in the back persists after a trial of office and 
home treatment, then hospitalization is indicated. Office 
treatment should not be continued in the face of con- 
tinued severe pain. In the hospital, traction should be 
- applied. Leg traction, usually as Russell traction, that 
is, with a sling under the knee, is more effective than 
the straight Buck’s extension. If no response is obtained 
after a few days, traction should be changed to the 
heavier pelvic traction. Additional hospital measures 
such as physical therapy, intravenous procaine, intra- 
venous mephenesin, intravenous alcohol, manipulation 
under anesthesia and other hospital measures are not 
in the province of this paper. ° 


EXERCISE 

Exercises have great value in the treatment of back- 
ache. Exercises are of two general types, muscle build- 
ing and muscle stretching. 

There can be little doubt that increasing the muscle 


power of muscles that support the trunk is beneficial. 
[f muscle power is normal, increasing its strength above 


Figure 10. Back exercise. Lie on uninvolved side, leg slightly bent at 
hip and knee. “Lengthen” involved leg—pelvic rim rides down. 
Relax, repeat. 


normal provides internal physiologic splints for the 
deranged trunk. 

Stretching the muscles that are tight is an impor- 
tant part of the treatment of chronic back pain. If the 
large sacrospinalis back muscles are contracted, they 
will prevent a full range of motion at the intervertebral 
joints. If the hamstring muscles are contracted, leg 
movements in the course of daily activities will cause 
excessive strain on low back intervertebral joint struc- 
tures including the discs. Stretching these tight muscles 
will prevent this undue strain. 

The techniques of these exercises vary somewhat, 
depending on which muscles are weak, which muscles 
are tight, and how much pain is present. A useful 
description of exercises is illustrated (Figures 5 through 


10). 


MANIPULATION 


There are those who believe that immediate manipu- 
lation of the low back for a ruptured intervertebral 
disc is imperative. Cyriax believes that a lesion of the 
nucleous pulposus is a medical emergency, and manipu- 
lation should be carried out as soon as the diagnosis is 
made. He believes that by this early manipulation, 
stretching of the posterior longitudinal ligament is pre- 
vented, and thus the further propulsion of the disc 
posteriorly is prevented. 


Care of the Bladder 


DisrurBances of micturition are common in neurological 
disorders. They may be due to involvement of the innerva- 
tion of the bladder, to a disturbed state of consciousness, 
or to preexisting lesions of the bladder itself. Neurogenic 
vesical dysfunction reflects the extent, localization, and 
duration of the nervous lesion rather than the pathological 
processes associated with a specific disease. In many in- 
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stances the bladder disturbances are insidious in origin and 
become apparent only after serious sequelae have devel- 
oped. A purely functional disorder, unless adequately 
treated, will soon give rise to structural alterations. Vesical 
dysfunction may be recognized and its essential character 
evaluated by relatively simple diagnostic maneuvers. Proper 
management is well within the range of the physician who is 
charged with the general care of the patient.—Hersert S. 
M.D., JAMA, 161:944, 1956. 
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Practical Therapeutics 


OBSTRUCTIVE PULMONARY EMPHYSEMA 


ROBERT L. MAYOCK, M.D. 
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Philadelphia, Pennsylvania 


PULMONARY EMPHYSEMA is being seen with increasing 
frequency in clinical practice. The increase is due in 
part to the greater longevity of our population and in 
part to the fact that antibiotic therapy has lessened the 
mortality from respiratory infections in patients with 
emphysema. Another possible cause is the greater 
number of chronic smokers in our population. 

The problems of therapy are many, since pulmonary 
emphysema is a chronic disease and ordinarily is pro- 
gressive. To delay this progression and to improve the 
patients from a physiologic viewpoint demands pa- 
tience, understanding and skill on the part of the phy- 
sician. It requires a patient who is intellectually and 
emotionally able to understand the need for constant 
supervision of his disease. With good cooperation, the 
majority of patients can be greatly improved and the 
progress of the disease slowed. Only in the advanced 
cases is some degree of improvement not ordinarily 
seen, 


Definition 


The term “emphysema” is applied to many condi- 
tions. The word is derived from the Greek “emphysan” 
meaning to puff up (with air) and is applied to air in- 
flation in the lung or any other tissue. Subcutaneous 
emphysema, emphysema of the gallbladder, emphysema of 
the bowel wall and mediastinal emphysema are examples 
of abnormal air inflations in other tissues. 
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Applied to the lungs, the term is also used in several 
senses, all indicating an increase in air content. Com- 
pensatory emphysema is the increase in air content of 
some areas of lung tissue to compensate for the loss of 
tissue in other areas. Thus, if the left lower lobe is 
removed or becomes atelectatic, the increase in the 
size of the left upper lobe to occupy this space is called 
compensatory emphysema. If the compensating lung 
tissue is normal, disease does not result from this in- 
crease in size. Senile emphysema is the overdistention of 
the lungs found without accompanying disability in 
older people. This is thought to be due to loss of elastic 
tissue or possibly to an increase in the size of the thorax 
from kyphosis. There is usually little or no bronchiolar 
obstruction in senile emphysema. 

Obstructive pulmonary emphysema is an overinflation 
of the lung accompanied by obstruction of the airways, 
usually in the bronchioles. Normally, the airways widen 
during inspiration and narrow during expiration. If 
disease of the bronchioles causes further constriction 
of these tubes, the normal variations in lumen size pro- 
duce a trapping of air on expiration, with gradual in- 
flation of that bronchiolar segment. Such changes are 
secondary to a variety of diseases. Some of the better 
known are silicosis, sarcoidosis, tuberculosis, long- 
standing bronchial asthma, endobronchial tumors and 
foreign bodies. 

Pulmonary emphysema developing without known 
antecedent disease is called idiopathic pulmonary em- 
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Figure 1. A diagrammatic illustration of the complex mechanisms 
involved in the pathophysiology of pulmonary emphysema. The 
boxed titles are those that can be attacked therapeutically. 


physema. Synonyms are chronic hypertrophic emphy- 
sema and chronic diffuse emphysema. A localized idio- 
pathic pulmonary emphysema, confined to one or two 
pulmonary segments, may cause the formation of blebs. 
It is the rupture of these blebs that produces a so-called 
spontaneous pneumothorax. 

Diffuse idiopathic pulmonary emphysema occurs 
throughout the lung, with narrowing of the smaller 
airways, trapping of air, overinflation, and destruction 
of the alveolar units and elastic tissue. This is the type 
of emphysema that is on the increase and presents the 
majority of our problems. 

The remainder of this article will be devoted to 
idiopathic pulmonary emphysema unless otherwise 
indicated. 
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Etiology 


The etiology of idiopathic emphysema is unknown, 
but there have been many theories. Laennec first pro- 
posed that the disease was due to inflammatory or irri- 
tative changes in the bronchioles, with narrowing of 
these tubes. A congenital abnormality of the bron- 
chioles, with mechanical distortion, also has been sug- 
gested. The loss of elastic tissue due to premature de- 
generation or to abnormalities of arterial blood supply 
has been proposed. It has also been postulated that the 
condition might be caused by an imbalance of auto- 
nomic innervation, with bronchial narrowing on this 
basis. 

All these theories are adequate to explain the 
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changes, but none is well established. Recently atten- 
tion has been directed to the high incidence of heavy 
smoking in patients with emphysema, and attempts 
have been made to implicate this as a primary cause. 
Smoking is harmful to patients with emphysema, but 
the fact is that emphysema is occasionally seen in pa- 
tients who have never smoked. Chronic cough and 
bronchial irritation both lead to aggravation of emphy- 
sema, and it may be that the harmful effects of smoking 
are the results of these two factors. In my experience, 
smoking must be stopped entirely to obtain a proper 
therapeutic result. 


Pathology and Pathophysiology 


The pathologic changes of pulmonary emphysema 
are well known and will not be discussed here. Table 1 
lists the changes usually found. 

Figure 1 illustrates diagrammatically the complex 
mechanisms involved in pulmonary emphysema. As 
has been noted before, the etiology is unknown, but 
the principal mechanisms are (1) loss of elastic tissue, 
(2) bronchial irritation or (3) bronchial infection. Any 
one of the three could explain the entire picture; the 
loss of elastic tissue by allowing bronchiolar collapse 
and narrowing, and irritation or infection by means of 
bronchiolar narrowing secondary to edema, spasm or 
secretions. Peribronchial fibrosis secondary to bron- 
chial infection can cause further narrowing; and, if 
secretions are retained because of the bronchial dis- 
ease, pneumonia, atelectasis and bronchiectasis may 
result. 

Bronchial obstruction produces an abnormal distri- 
bution of inspired air that leads to anoxemia and hyper- 
capnia. This is the result of a decrease in ventilation in 
relation to blood flow in the areas of disease. Air trap- 
ping, with cough, results in further damage to alveoli 
by rupture of their walls. 

Anoxemia has four effects: depressed myocardial 
function, increased cardiac output, polycythemia and 
pulmonary hypertension. Pulmonary hypertension is 
further aggravated by the reduction in the capillary 
bed that occurs late in the disease and results in hyper- 
trophy of the right side of the heart (cor pulmonale). 

Hypercapnia is compensated for early in the disease 
by hyperventilation, but as the disease advances, the 
capacity of this compensatory mechanism is exceeded, 
and muscular fatigue occurs. Hypoventilation then 
develops, and COz retention increases. The increased 
work also results in a decreased ventilatory response of 
the respiratory center to CO2, with further hypoventi- 
lation. 

‘The outlined mechanisms represent the major ones 
concerned in the disease: others have been omitted to 
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avoid too great complexity. The abnormalities enclosed 
in a box ___]} are those that can be corrected or im- 
proved. If therapy is effective, a reversal of many of the 
cycles results in immediate improvement, and the 
progress of the condition is slowed or stopped. 


Clinical Picture 


Early in the disease, the patient has very few or no 
symptoms. The chief symptoms at this stage are usually 
cough and mild shortness of breath on activity. On 
physical examination the only abnormalities usually 
noted are prolongation of forced expiration and a faint 
high-pitched wheeze at the end of a complete expira- 
tion. Many patients cough involuntarily and spasmod- 
ically at the end of expiration, due to irritability of the 
bronchi. Roentgenographic examination of the lungs is 
uniformly negative at this stage except for slowing of 
forced expiration on fluoroscopy. It is useful to have 
pulmonary function studies (Table 2) available, since 
these will confirm the slowed expiratory flow rate 
(Figure 2) and will show abnormalities of gas distribu- 
tion throughout the lung as determined by the single- 
breath nitrogen test (Figure 3). The 7-minute washout 
test is usually not abnormal at this stage. 


PATHOLOGY OF PULMONARY EMPHYSEMA 


Gross 
1. Hyperinflation of lungs with failure to collapse. 


2. Pale, dry lungs. 
3. Blebs, cysts and bullae. 


4. Areas of pneumonia, fibrosis and, inconstantly, bronchiectasis 


and atelectasis. 
5. Pulmonary arteriosclerosis. 
6. Right ventricular hypertrophy. 
7. Left ventricular hypertrophy. 


Microscopic 


1. Fragmentation and reduction in quantity of elastic tissue. 


2. Overdistention and coalescence of alveoli. 


3. Reduction in numbers of pulmonary capillaries, with decrease 


in vascular bed. 
4. Pulmonary arteriolar sclerosis. 
5. Bronchiolar inflammation and fibrosis. 
6. Areas of bronchopneumonia. 
7. Areas of fibrosis, bronchiectasis and atelectasis. 


VALUE OF PULMONARY FUNCTION STUDIES 
IN EMPHYSEMA 


1. Determine the physiologic abnormality, helping to confirm the 
diagnosis. 

2. Detect additional unrecognized abnormalities such as shunts and 
diffusion abnormalities requiring other therapy. 

3. Help in the early detection of emphysema so that the disease 
can be checked before disability occurs. 

4. Aid in the prognosis in the disease. 

5. Give objective evaluation of the effects of therapy. 

(Pulmonary function tests never make an anatomic, bacteriologic 
or pathologic diagnosis.) 
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Table 2. 


As the disease progresses more changes become evi- 
dent. The patient may have a severe, persistent cough, 
especially in‘the morning. Ordinarily there is scanty 
sputum, although occasionally it is quite profuse. In 
addition to increased shortness of breath on exercise, 
the patient may have bouts of dyspnea associated with 
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exposure to cold air or dust or with respiratory inf: «- 


tions. At this stage, the disease is often confused wh 


heart disease, bronchial asthma or bronchiectas:s. 
Wheezing during attacks of dyspnea may be preset. 
On physical examination the disorder also beconics 
more obvious. The chest now begins to assume a “bir- 
rel shape” because it tends to be fixed in the inspira- 
tory position. This position is the result of air trapping 
during expiration. If the patient is forced to breatiie 
out completely, the expiratory phase is accompanied 
by visible effort and is correspondingly prolonged. 
On auscultation, the breath sounds are often ce- 
creased. Adventitious sounds are usually absent by 
ordinary examination, but prolonged and forced ex- 
piration will readily bring out high-pitched wheezes, 
rhonchi due to secretions, and spasms of coughing. 
Fluoroscopic examination now shows decreased mo- 
tion of che chest and diaphragm. Forced expiration is 
slowed, and the lungs do not darken normally. The 
PA roentgenogram shows overinflation of the lungs, 
widening of the interspaces, depression of the dia- 
phragm and a small, vertical heart. The pulmonary 
artery is prominent and has large branches. The 
lateral roentgenogram shows increased AP diameter 
of the chest. The radiolucent ring-like changes of cysts, 
blebs and bullae can frequently be seen at this stage. 
In the late stages the diagnosis is obvious, and unfor- 
tunately it is often not made until this point. The pa- 
tient by now is short of breath on any exercise, and 
such slight exertion as shaving may be impossible 
without a stop for rest. Cough is usually noted, and if 
infection of the bronchial tree or lungs is present, 
sputum and fever also occur. Ankle edema is part of 
right-sided heart failure. Wheezing occurs especially 
on coughing or forced expiration. Abdominal pain 
may result from hepatic congestion or may be due to 
muscle fatigue. 


Figure 2. Changes in the spirogram in emphysema. TLC, total lung 
capacity; VC, vital capacity; IC, inspiratory capacity; ERV, expira- 
tory reserve volume; RV, residual volume. 

Normal Subject: The spirogram demonstrates that the tidal 
volume is in the midportion of the vital capacity. A forced expira- 
tion is performed rapidly with 81 per cent of the vital capacity 
expelled in 1 second and 97 per cent in 3 seconds. 

The patient with emphysema: Tidal breathing is carried out at 
a larger lung volume. The residual volume is greatly increased at 
the expense of both inspiratory capacity and the expiratory reserve 
volume. A forced expiration is greatly prolonged, requiring 10 
seconds for total expulsion. The 1-second vital capacity is greatly 
reduced (approximately 30 per cent of the vital capacity) with a 
corresponding decrease in the 3-second vital capacity. A forced 
inspiration is also slowed but to a lesser extent. The maximal 
breathing capacity is greatly reduced, with a rise in base line due 
to “trapping” from incomplete expiration. (From Comroe et al., 
Tue Lune, Year Book Publishers, Inc., 1955.) 
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On physical examination the patient may be severely 
dyspneic even without exercise. Cyanosis and over- 
activity of the accessory muscles of expiration are ob- 
served. The chest is barrel-shaped, and on inspiration, 
there is often paradoxical motion of the lower ribs due 
to the retraction by the flattened diaphragm. A “‘tho- 
racic waist” is present due to the flaring of the lower 
ribs. 

Due to the overinflated peripheral lung tissue, tactile 
fremitus is diminished, the percussion note is hyper- 
resonant, and breath and voice sounds are diminished 
to the point that very little can be heard. Rales and 
rhonchi may be difficult to detect for the same reason. 


Figure 3. Detection of uneven distribution of inspired gases in 
emphysema. The test is performed by having the subject inspire 
a single breath of 100 per cent oxygen and then breathe out through 
a flow meter with a nitrogen analyzer continuously sampling at the 
mouth. In a normal subject with uniform distribution, the 80 per 
cent nitrogen normally present in the lung is evenly diluted to 
40 per cent during this breath. As the patient inspires the nitrogen 
meter shows a drop in concentration to O per cent. On expiration, 
gas containing no nitrogen (100 per cent oxygen) from the upper 
airways ts first seen at the mouth; the nitrogen concentration then 
rises as more alveolar gas appears until a relatively flat plateau 
is reached. This plateau indicates uniform distribution of the pre- 
viously inspired oxygen. 

In emphysema, due to uneven distribution, the original 
80 per cent nitrogen is diluted to different degrees throughout the 
lungs. Overventilated areas (large arrow) receive a large part of 
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Forced expiration is very slow, and the high-pitched 
wheeze usually is still present. 

Roentgenographic examination (Figure 4) shows fur- 
ther changes. Hyperaeration and radiolucency are 
marked, with fixation of the chest in the position of 
inspiration. The diaphragm is flattened and, on at- 
tempted inspiration, either does not move or constricts 
the lower thoracic cage. Signs of cysts, blebs and bullae 
become more marked. Dilatation of the pulmonary 
arterial tree is often present. 

Pulmonary function studies now reveal the classic 
changes associated with severe emphysema. The lung 
volumes show a decreased vital capacity and an in- 


the inspired oxygen, and the 80 per cent nitrogen is reduced to 
a greater extent (30 per cent). Poorly ventilated areas (small 
arrow) receive only a small part of the inspired oxygen and the 
80 per cent nitrogen is only slightly decreased (75 per cent). As this 
mixed sample is expired, the rise in concentration is gradual and 
prolonged. 

At the end of expiration the level is higher due to the gas being 
expired from very poorly ventilated areas. This test is a very sen- 
sitive measurement of disturbances in distribution and is of great 
help in the diagnosis and prognosis in emphysema. 

The uneven distribution of inspired gas also slows down the 
washout of the 80 per cent nitrogen from the lung upon breathing 
oxygen. The 7-minute washout test consists of measuring alveolar 
nitrogen concentration after breathing 100 per cent oxygen for 7 
minutes. (From Comroe et al., Tut Lune, Year Book Publishers, 
Inc., 1955.) 
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Figure 4. X-ray appearance of moderately severe emphysema. PA 
Projection: Note the enlarged thorax, prominent pectoralis folds, 
depressed diaphragm, small heart, radiolucent lung fields, and 
absence of lung markings. On the lateral view, the AP diameter is 
increased and the diaphragm flattened. The space in front of the 
ascending aorta and behind the heart is increased. 


creased residual volume due to fixation of the ches: in 
the inspiratory position. The maximum breathing «a- 
pacity is greatly decreased, and there is expirat«ry 
“trapping” as shown by the spirogram. This is duc to 
airway obstruction which can be easily demonstraied 
by the very slow flow rate on forced expiration and ‘hie 
decrease in 1-second or 3-second vital capacity. The 
abnormal distribution of inspired gas is demonstrated 
by the single-breath nitrogen meter test and the 7- 
minute washout test. As a result of uneven alveolar 
ventilation, CO, retention, oxygen unsaturation and 
polycythemia develop. As more and more alveoli are 
destroyed, the lung gradually loses compliance and its 
diffusing surface. 


Basis of Management 


The correct management of patients with emphysema 
requires a knowledge by the physician of the physio- 
logic abnormalities, and the relatively simple methods 
for correcting them. Since the disease is chronic, and 
since relapses and remissions can be expected, one 
must be prepared for a careful follow-up and repeated 
treatment of these patients. As indicated earlier, the 
patients must have the emotional as well as intellectual 
capacity to understand the limitations put on them and 
to carry out the recommendations of the ‘physician. 


HOsPITALIZATION 


The initial evaluation and treatment of a patient 
with emphysema is best carried out in a hospital. This 
situation is analagous to that in diabetes, since the pa- 
tient’s education can best be accomplished through 
hospital routine and by daily visits. Many recom- 
mendations of the physician are carried out only in 
part when at home, thus risking failure (Table 3). Since 
many patients are elderly, they often fail to understand 
what is expected of them and are reluctant to adopt 
new ideas. Anoxia intensifies mental confusion. Hos- 
pitalization also serves to impress the patient with the 
seriousness of the situation. 


EVALUATION OF THE PATIENT 


As part of the study of the patient, a complete eval- 
uation is necessary. One should ascertain as well as 
possible if there have existed any diseases known to 
produce emphysema. This is best done by history, 
physical examination, and the study of all available 
roentgenograms. All prior roentgenograms should be 
obtained and reviewed. 


ALLERGY 


Differentiating between bronchial asthma and em- 
physema is important. This is done only by elimination 
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of asthma, using historical evidence of other allergies 
or of definite asthmatic attacks, as well as evidence of 
eosinophilia in sputum, blood or nasal secretions. Re- 
sponse to bronchodilators may be of some help. How- 
ever, since these agents sometimes improve emphy- 
sema, they have only slight value in differentiating 
between the two diseases. If there is an allergic com- 
ponent to the disease, additional help may be obtained 
from elimination of allergens and by desensitization. 


PULMONARY STATUS 


Evidence of symptomatic improvement is found 
chiefly in decreased shortness of breath and in de- 
creased cough and sputum. With improvement, the 
sputum ordinarily decreases to a few small pearls of 
inspissated mucus without any green or yellow color. 
Careful records of these findings are important in eval- 
uating the patient’s progress. 


PULMONARY FUNCTION 


The pulmonary function studies outlined in Table 4 
are divided in two parts: those available in every hos- 
pital and those that can be obtained if indicated 
through pulmonary function laboratories. The diag- 
nosis usually can be established by careful history and 
physical examination combined with the more easily 
performed studies. If the diagnosis is still in doubt 
after these studies, then the additional studies listed 
are indicated. 


Therapy of Emphysema (Table 5) 
REMOVAL OF BRONCHIAL IRRITANTS 


Edema, bronchospasm and secretions are caused by 
many irritating agents. These include dust, fumes, 
smoke, cold and gas, and except for smoke are mostly 
eliminated on entering the hospital. Once the diag- 
nosis is established, all patients with emphysema 
should be advised to stop smoking. The relation of 
smoking to bronchial irritation and chronic cough is 
well known, and smoking may be an important factor 
in the production of the disease. Certainly smoking 
aggravates the disease. The most important single help 
that the patient can be given is ¢o insist that he stop 
smoking completely. “Cutting down” to three cigarettes 
a day is unsatisfactory since no one knows how long 
the irritation of one cigarette lasts. In addition, people 
rarely adhere to the limit that they have imposed and 
soon are back to smoking the original amount. 


TREATMENT OF BRONCHIAL INFECTION 


Infection ordinarily is present in emphysema and is 
often a major factor in producing disability. The swell- 
ine of the mucous membrane, the spasm and the secre- 
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WHY PATIENTS WITH EMPHYSEMA FAIL 


TO FOLLOW RECOMMENDATIONS 


1. Resent prolonged medication. 
2. Cannot use nebulizers. 
a. Breath out at wrong time. 
b. Put in nose instead of mouth. 
c. Are afraid of nebulizer, 
. Are elderly and refuse to change ways (especially smoking). 
. Are senile and do not understand disease or treatment. 
. Are severely nervous and cannot stop smoking. 


impaired judgment and confusion. 
7. Are too tired from work of breathing to care. 


. Are anoxemic and have following signs: euphoria, overconfidence, 


Table 3. 


STUDIES TO BE CONSIDERED IN EMPHYSEMA 
IN ADDITION TO A COMPLETE HISTORY, 
PHYSICAL EXAMINATION 

AND ROUTINE LABORATORY STUDIES 


A. Those ordinarily available in every hospital: 

Hematocrit. 

Roentgenogram of the chest (PA and lateral views). 

. Fluoroscopy. 

. Vital capacity with 1-second and 3-second components.. 
. Maximum breathing capacity. 

. CO, content of serum. 


. Electrocardiogram. 


B. Those to be done if indicated and available: 
1. Single breath analysis with the nitrogen meter. 
2. Arterial blood studies. 
a. pH 
b. Oy saturation at rest and-after exercise. 
c. CO: tension. 


3. Inspiratory and expiratory flow rates. 


(These studies help in evaluating emphysema. Studies of other 
aspects of pulmonary function must be done if the diagnosis is 


in doubt or if additional abnormalities are suspected.) 


| 
Table 4. 


OUTLINE OF THERAPY 


A. Bronchial irritation 


1. Eliminate smoking, 
2. Eliminate dust, fumes, smoke, gas, smog. 


3. Avoid cold air if possible. 


Bronchial infection 
1. Adequate antibiotic therapy. 
a. Penicillin ordinarily effective. 
b. If ineffective, broad-spectrum antibiotics are helpful. 
c. Sensitivity study of organism may be necessary if infection 
still persists. 


2. Postural drainage is of value if there is concomitant bron- 
chiectasis. 


Bronchial narrowing (due to edema or spasm) 

1. Phenylephrine HC] (Neo-Synephrine) 1:200 (vasoconstrictor), 
0.5 cc.; isoproterenol HCl (Isuprel) 1:100 (bronchodilator), 
0.5 cc. (Mixed together, these can be given by nebulization 
four times a day or more.) 


. Intermittent positive pressure with nebulization (if needed: 


to supplement C-1). 

. Ephedrine sulfate, 25 mg. four times a day by mouth. 

. Aminophylline, 0.5 Gm. intravenously every 12 hr. (less effec- 
tive by mouth or by rectum). 

. Prednisone or prednisolone, 5 to 10 mg. four times a day. 
(After therapeutic response, taper dose and stop if possible.) 


. Anoxemia 

1. Above therapy usually corrects. 

2. If still present, give oxygen by nasal catheter and gradually 
increase the flow. Watch carefully for change in sensorium 
or consciousness and decreased ventilation. Stop if depression 


occurs. 
3. Give oxygen with ventilation (I.P.P.B. apparatus). 


. Polycythemia 


1. Responds ordinarily to A, B or C, due to increased oxygen. 

2. Bleeding 300 to 500 cc. every other day until hematocrit be- 
low 45 per cent. 

3. Oxygen inhalation as under D-2. 


. Cardiac failure 


1. Most important treatment is of pulmonary disease. (If suc- 
cessful, reverses the anoxemia, increased cardiac output, pul- 
monary hypertension and polycythemia that cause failure— 
no other therapy needed.) 

2. Low-salt diet. 

3. Diuretics. 

4. Digitalis compounds. 


. In selected cases, breathing exercises may help. 


tions that accompany infection are sufficient to caus< 


. significant narrowing of already compromised 


chioles. Most patients produce one or two ounces .f 
green or yellow sputum a day, indicating infection. 
If antibiotic therapy has not been given before, infec - 
tion usually will respond to penicillin or to one of the 
broad-spectrum antibiotics. However, when antibiotics 
have been given recently or when the infection docs 
not respond, sputum culture should be obtained for 
the purpose of studying the sensitivity of the organ- 
isms to antibiotics. When the infection has cleared, a 
small quantity of clear watery mucus often remains, 
with scattered, small 1 to 2 mm. pearls. 


TREATMENT OF BRONCHIAL NARROWING 


The narrowing is the result of two processes: (1) 
edema due to either irritation or infection and (2) 
bronchospasm. To relieve bronchospasm isoproterenol 
hydrochloride (Isuprel) or epinephrine is very effec- 
tive by nebulization. Phenylephrine hydrochloride 
(Neo-Synephrine) is a potent vasoconstrictor for ede- 
ma. Equal parts of 1 per cent Isuprel and 0.5 per cent 
Neo-Synephrine is a very effective combination. 

The solution is nebulized best by some form of air 
or oxygen under pressure. Ordinary cylinder or line 
oxygen can be used to provide a-flow of 4 liters a min- 
ute. This cannot be achieved by the use of a hand bulb 
since adequate nebulization is difficult to obtain by 
this method. Small portable air compressors are now 
available to provide a flow of 4 liters a minute for hos- 
pital or home use. 

Intermittent positive pressure has had many recent 
enthusiastic supporters for routine use but, in my ex- 
perience, it is only occasionally necessary. Proper in- 
struction in the use of the nebulizer is very important, 
and if the nebulizer is used correctly, it gives excellent 
results without the use of pressure. In the patient who 
is unable to coordinate the nebulizer with inspiration 
or who cannot take a deep breath, additional help can 
be obtained with the use of the intermittent positive 
pressure apparatus. 

Systemic bronchodilators are also important because 
the areas with the greatest degree of bronchial narrow- 
ing receive the least amount of inhaled solution, since 
air enters those areas very poorly. Ephedrine sulfate, 
25 mg. four times a day by mouth, or intravenous ami- 
nophylline are of help. Aminophylline by mouth or by 
rectum is not so helpful as by the intravenous route. 


Use or ADRENAL STEROIDS 


These compounds are of definite value in emphyse- 
matous patients who are refractory to the usual medi- 
cations. Their use is not fully appreciated by many 
physicians except in relation to asthma and other 
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Table 5. 


allergic disorders. The reason for improvement in 
emphysema is unknown, but several mechanisms are 
possible : 

(1) They may reduce inflammatory edema and thus 
open the airways. 

(2) An allergic factor unrecognized in some patients 
may be improved. 

(3) Improvement may be the result of the euphoria- 
producing effect of steroids. Improvement in exercise 
tolerance is some evidence against the third explana- 
tion. 

Prednisone and prednisolone are the preferred ad- 
renal steroids, since the side effects of these compounds 
are least. Five to 10 mg. four times a day is an effective 
dose and should be gradually discontinued after two 
weeks. If symptoms return, the drugs may have to be 
restarted or continued. Some patients are well main- 
tained on 2.5 mg. four times a day. 


ANOXEMIA 


This state is easily corrected by the use of oxygen. 
However, there is a definite hazard to its use in many 
patients. With prolonged «pulmonary insufficiency, 
respiration may be driven largely by anoxic stimulation 
of the respiratory center from the chemoreceptors. 
When oxygen is given in high concentration to correct 
the cyanosis, this reflex stimulus is removed, and ven- 
tilation decreases. With the decreased ventilation, CO2 
accumulates and a marked respiratory acidosis is seen, 
with confusion, somnolence and coma. The patient is 
pink, but unconscious. When oxygen is discontinued, 
the patient frequently will become cyanotic and will 
arouse from his coma due to increased ventilation. 

Ordinarily oxygen is not needed, but may be indi- 
cated in cyanotic patients not responding to the pro- 
gram as outlined, in those with polycythemia, or in 
those with intractable right heart failure. When given, 
the concentration should be gradually increased, ob- 
serving the patient for changes in sensorium and res- 
pirations. The concentration should be decreased if 
confusion or decreased ventilation results. 


PoLYCYTHEMIA 


This is a direct result of anoxia and is deleterious in 
two ways: (1) the increased viscosity increases the 
cardiac work, and (2) the complications of thrombosis 
of arteries and veins may add to the patient’s problems. 
If the anoxemia responds to therapy as outlined above, 
the polycythemia ordinarily clears without difficulty. 
Other measures that may be necessary are (1) bleeding 
and (2) oxygen. 

Bleeding should be performed every day or every 
other day for removal of 300 to 500 cc. amounts. The 
hematocrit should be lowered to 45 per cent. (It must 
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TREATMENT OF COMA DUE TO 
RESPIRATORY ACIDOSIS 
(Medical Emergency) 


‘A. Immediate hospitalization. 
B. Increase ventilation, 


1. Stimulation of center with aminophylline, 0.5 Gm. IV in 


200 ce. of saline solution, 
2. Use of ventilators as indicated and as available: 
a. Positive-negative pressure apparatus. 
b. Positive inspiratory pressure apparatus. 
c. Endotracheal tube with anesthesia bag. 
_ Drinker-Collins respirator. 


C. Bronchodilatation. 


1.P.P.B. (see Outline of Therapy). 


1, Aminophylline, 0.5 Gm. IV in 200 cc. saline solution. 
2. Isoproterenol HCl with phenylephrine HCl by aerosol or by 


3. Hydrocortisone 100 mg. intravenously in 500 cc. of saline 


solution or 5 per cent dextrose solution every 12 hr. for 2 


doses. 


D. Treat infection of respiratory tract. 
1, Penicillin aqueous 200,000 U gq. 3 hr. 


2. Broad-spectrum antibiotics (tetracycline, etc.) 500 mg. q.8 hr. 
E. Oxygen only if adequate ventilation is provided to remove COs, 


F. If coma has been precipitated by administration of opiate alka- 
loids or synthetic analgesics, counteract with nalorphine HC1. 


G. See Outline of Therapy table for subsequent therapy. 


Table 6. 


be pointed out that a normal hemoglobin may be pres- 
ent with a high hematocrit. For this reason the hemato- 
crit is more reliable.) 


CARDIAC FAILURE 


Factors leading to heart failure are (1) increased 
cardiac output with failure (i.e., “high output” type) 
often seen in association with emphysema; (2) pul- 
monary hypertension; (3) polycythemia; (4) late in 
the disease, marked narrowing of the capillary bed; 
(5) anoxemia, with depressed myocardial function. 

Correction of the pulmonary difficulties is the most 
important part in the treatment of cor pulmonale. The 
so-called resistance of cor pulmonale to therapy is 
usually the result of only treating the cardiac aspects 
and neglecting the lungs. 

Mercurials are effective in relieving edema, and digi- 
talis derivatives help to a lesser degree. A low salt diet 
is also of value. oe" 
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Hospital of the University of Pennsylvania 
Pulmonary Section 
INSTRUCTIONS TO PATIENTS 


WITH PULMONARY EMPHYSEMA 


Your pisease is the result of two processes: 1. Narrowing of the 
small bronchial tubes and 2. Rupture of air sacs (alveoli). The exact 
cause of these changes is unknown in most cases, but several things 
aggravate the condition very markedly. If these can all be removed 
or corrected, dramatic improvement usually occurs. One must elimi- 
nate the bronchial irritants that cause either spasm or swelling thus 
narrowing the tubes. 


Special attention must be paid to: 

1. Dust and smoke. These are both irritants to the bronchial tubes 
and must be avoided at all costs. The most common are: Dust from 
house cleaning, smog, street dust, coal dust, dusts and fumes at 
work, wood smoke, coal smoke, and all similar air contaminants. 

2. Tobacco smoke. It is of utmost importance to stop all tobacco 
smoking. Smoking is a chronic irritant and even as little as one 
cigarette a day can prevent a good response. Avoid smoky rooms as 
well as actual smoking yourself. 

3. Lung infections. Most of the serious complications of emphy- 
sema result from infections. Any cold must be watched carefully 
and if it “settles in the chest,” you should report to your physician 
immediately. Cough, sputum, wheezing, shortness of breath, and 
chest pain are all indications of impending trouble. 

4. Allergies. Avoid any known allergens such as pollens and house 
dust. If you recognize any allergies, discuss treatment with your 
physician. 

5. Cold. Cold air and body chilling cause spasm of the bronchial 
tubes in some individuals and should Se avoided. 

6. Dampness. In some persons this may also produce spasm and 
in these individuals also should be avoided. 

7. Sedatives, narcotics and “tranquilizers.” These include barbitu- 
rates (phenobarbital, secobarbital, pentobarbital, butobarbital and 
many others), morphine, codeine, Dilaudid, chlorpromazine, Equanil, 
etc. Avoid taking these drugs since they produce depression of the 
respiration, Beware of combined forms since they may not be recog- 
nized. Tell your family doctor if you recognize them on a pre- 
scription, 

For many persons, the above measures may be enough to make 
them feel fine and stop the progress of the disease. In some patients, 
however, other measures are needed to help control the process. 
Part of the problem of emphysema is the fact that neglect leads to 
progression of the disease. If you want to halt the progress of your 
disease, you must pay careful attention to the above instructions. 
Regular medical attention is part of your care. 


HyYPOVENTILATION 


Stimulation of the respiratory center is possible at 
times with aminophylline. The drug can be adminis- 
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tered intravenously as discussed before, but this dos: xe 
is usually not administered more often than every 
eight hours due to risk of toxicity. 

Mechanical methods of increasing ventilation .re 
discussed under respiratory acidosis with coma. These 
can only be employed for short periods of time, but 
are helpful in any form of acute hypoventilation. The 
combined ventilators with nebulization, the so-called 
intermittent positive pressure breathing (IPPB) appa- 
ratuses, perform a dual function in these patients. 


Management of Complications 


PNEUMOTHORAX 


With the presence of blebs and cysts, one occasion- 
ally sees a pneumothorax from their rupture. This 
presents as any other pneumothorax except that the 
emphysematous patient may be considerably more dysp- 
neic and cyanotic than the average patient for equiva- 
lent amounts of pleural air. This is due to worsening of 
already impaired pulmonary function. 

Some patients are very hard hit, and in these pa- 
tients immediate therapy is imperative. A tube may be 
inserted and intermittent or continuous suction ap- 
plied to remove the air. Persistent or recurrent pneu- 
mothorax is handled by thoracotomy with resection of 
the bleb-containing area when feasible. Pleural strip- 
ping, poudrage or pleural scarring have all been used 
to prevent recurrence by producing adhesions between 
the visceral and parietal pleura. 


ACIDOSIS 


This disorder occurs late in the disease. It may be 
brought on by respiratory infection, sedatives, nar- 
cotics and the use of 100 per cent oxygen. In these 
circumstances, the CO, tension rises and pH falls 
rapidly along with a drop in oxygen tension (except 
when high concentrations of oxygen are given). The 
patient goes into coma with slower respirations and 
cannot be aroused. 

As discussed earlier in the article it has been as- 
sumed that the respiratory drive in these particular 
individuals has been due to the anoxic stimulation of 
the chemoreceptors. When this stimulus is removed 
by giving oxygen or when the respiratory center is 
further depressed by sedatives or narcotics, hypoven- 
tilation results. This causes elevation of the pCO: to 
narcotic levels, and coma ensues. Although this postu- 
lated mechanism has not been definitely proven, the 
dangers of infection, sedatives, narcotics and 100 per 
cent oxygen can hardly be underestimated. 

In the event that coma with acidosis develops, the 
above causes must be sought and removed if possible 
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(Table 6). Ventilation of the patient is most important 
until some recovery of the center occurs, and can be 
achieved by Drinker-Collins respirator, other types of 
mask respirators, intermittent positive inspiratory 
pressure, or an endotracheal catheter with a bag. 

The development of respiratory acidosis is an emer- 
gency and only with prompt attention can the patient’s 
life be saved. This is a frequent fatal complication for 
patients with emphysema, and the more advanced the 
disease, the less likely the patient is to respond. 


TENSION Cysts OR BULLAE 


These may increase in size and cause gradual com- 
pression of the remainder of the lung (Figure 5). This 
so-called “vanishing lung syndrome” presents a diffi- 
cult problem since the cysts are best corrected by re- 
section of the part of the lung containing the lesion. 
The ability of the patient to withstand surgery and 
the resultant improvement therefrom is a balance be- 
tween the size of the lesion and the functional ability 
of the remaining lung. If relatively normal lung is al- 
most completely compressed by a giant cyst, improve- 
ment should be dramatic; but if relatively small cysts 
are present with a severely damaged lung, a surgical 
approach may result in even greater disability espe- 
cially if accompanied by complications such as air leak, 
pleural effusion or hemorrhage. 


Management of Patients in Remission 


When a partial or complete remission is achieved in 
this disease, further complications or progression can 
be avoided only by prompt attention on the part of 
the patient and the physician to early changes in the 
respiratory tree. The instruction sheet given to pa- 
tients in the chest clinic of the Hospital of the Uni- 
versity of Pennsylvania is shown in Table 7. 

A return of symptoms usually means that the patient 
is not following instructions or has a respiratory in- 
fection. Most commonly, the patient has started to 
smoke again, and information about this can some- 
times be obtained only from the family, since the pa- 
tient is unwilling to admit failure. Sudden onset of 
shortness of breath frequently will be the only sign of 
a lower respiratory infection, and early treatment will 
prevent a prolonged illness. 

If remission of the disease is achieved and the pa- 
tient and the physician exert due care, little or no 
progression of the disease is noted. 

Many patients with severe disease require the con- 
tinued use of the Isuprel-Neo-Synephrine spray, 
ephedrine sulfate by mouth, and steroid therapy to 
maintain their improvement. Long-term antibiotic 
therapy has not been used because of the risk of devel- 
opment of resistant organisms. 
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Figure 5. A large single cyst in pulmonary emphysema. The PA 
projection shows the large air-containing sac in th: right upper 
lobe; and by pulmonary function testing, emphysema was demon- 
strated with abnormal air flow rates, decreased I-second and 
3-second vital capacity, and abnormal distribution of inspired air. 
Symptoms and changes were minimal. 

Although this cyst was causing very few symptoms, continuing 
enlargement was an indication for removal. Complications and 
mortality should be low in view of minimal disease in the remain- 
ing lung. 
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CHANGE IN CLIMATE 


Spasm secondary to respiratory infection and cold 
air is difficult to control in many patients. If the patient 
is faithful to his therapy and has symptoms on the 
basis of infections or cold, a change in climate is bene- 
ficial and should probably be for the entire winter 
season. Warm, even temperature is more important 
than dryness. High altitude should be avoided since 
the lowered oxygen tension may produce anoxemia 
and precipitate right heart failure. 

If an allergic component due to inhalants exists, 
even greater improvement may result with a change in 
environment. 


METHOps oF THERAPY 


There are many other recommended therapeuiic 
aids in the treatment of pulmonary emphysema. These 
include abdominal belts, pneumoperitoneum, Diamox, 
salicylates and breathing exercises. These agents have 
many advocates, but they fail to attack the most cor- 
rectable defect in emphysema—the bronchial disease. 
If the “bronchial toilet” is improved by the methods 
discussed, good results are usually achieved, and when 
this is not done, the other agents and methods are 
usually disappointing. These other methods should be 
tried only after proper attention has been given to the 
major abnormalities. 


UnrorTunaTELy, though doubtless inevitably, the question of the effects of radiation upon 
human health has become a subject for partisan political debate and has become linked with 
questions of national power and prestige. Thus, the great debate about the effects of radiation 
cannot readily be conducted in the dispassionate atmosphere of a scientific discussion. In 
the May 17 issue of Science, E. B. Lewis has taken an important step in bringing us the kind 
of information we need to conduct such a discussion. 

But first a few reminders of the debate. Albert Schweitzer recently called for a halt to 
weapons testing and said that the tests were “creating danger for the human race.” Willard 
F. Libby, commissioner of the U.S. Atomic Energy Commission, replied that the current 
radiation exposures from fallout are ‘very much smaller than those which would be required 
to produce observable effects in the population.” Linus Pauling, professor of chemistry at 
California Institute of Technology, contended that at least 1000 persons would die as a result 
of the forthcoming British tests of thermonuclear weapons. In rebuttal, the Earl of Home, 
leader of the House of Lords, said, “‘We have no information that any deaths have been caused 
by the Russian and American explosions during 1956-1957.” 

The hazard—and no one denies that there is some hazard—comes not only from weapons 
testing. As Bentley Glass has recently emphasized, the hazard from nuclear reactors for power 
production is a greater potential threat than that from weapons testings. This threat will in- 
crease as a result of the greatly enlarged programs now planned. The United Kingdom is 
now planning to triple the program for power production within the next decade, and the 
Euratom nations have recently announced plans for a program to produce 15-million kilo- 
watts of power by nuclear means. These developments will pose enormous difficulties in the 
safe disposal of radioactive wastes. 

We urgently need to have quantitative information about the effect of radiation on human 
health. Much is already known about the effect of radiation upon health and longevity in the 
fruit fly and the mouse, but it is obviously unwise to rely on extrapolation of these data to 
man. Man is, as has often been remarked, a difficult experimental object. But much can be 
learned about his biological reactions by appropriate statistical and epidemiological studies. 

E. B. Lewis shows that there is a direct linear relation between the dose of radiation and 
the occurrence of leukemia. The meaning of such findings is that any amount of radiation 
takes its toll of the population and any increase takes a greater toll. 

Thanks to Lewis, it is now possible to calculate—within narrow limits—how many deaths 
from leukemia will result in any population from any increase in fallout or other source of 
radiation. And for the individual it is possible to calculate the probability of death from 
leukemia as a result of any particular dose of radiation. We are approaching the point at 
which it will be possible to make the phrase “calculated risk” for radiation mean something a 
good deal more precise than the “‘best guess.” 

It is apparent that the atomic dice are loaded. The percentages are against us and we 
ought not play unless we must to assure other victories.— Science, May 17, 1957. 


Loaded Dice 


GP Volume XVI, Number 3 


a 

i 

| 

i! 

i 

+25 

= 

: 

120 


A Complete Physical Examination 


Q. What should be included in a complete check-up of a 
patient who comes to a doctor’s office? 


A. In answering this question, it is assumed that the 
inquirer does not want a list of all procedures that 
might be performed in examining a patient. That in- 
formation is available in any textbook of physical diag- 
nosis. Rather, it is supposed that the inquirer wants a 
viewpoint on what might constitute the minimal con- 
tent of an effective check-up. 

With these limitations, the answer to the question 
can be approached from the standpoint of whether or 
not the patient has a specific problem. What might be 
an adequate examination for a patient without com- 
plaints might be totally inadequate for a patient who 
has complaints. 

In the case of a patient who considers himself “well” 
and who has no complaints at the time he comes for a 
check-up, the content of the examination may be some- 
what more limited than in the case of a “‘sick”’ patient. 
Certainly a record of the patient’s history is essential. 
The technique for eliciting this history might include 
some device that spares the doctor’s time. An example 
of this is the kind of check-off list that some physicians 
and many industries use for the appraisal of “well” 
patients. In any event, however, the history should be 
complete. Assuredly, the history may not be so helpful 
as it is expected to be in a patient who has symptoms. 
Nevertheless, it may afford the physician help in antici- 
pating future difficulties. For example, a history of 
diabetes in the family of an asymptomatic patient might 
prompt the physician to search more carefully for evi- 
dence of diabetes in the “well” patient. Also, the physi- 
cian might provide a different kind of counseling with 
regard to habits of diet or other factors in the patient’s 
life than if the family history were negative. Similarly, 
a listory of polycystic kidneys in the family of an 
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asymptomatic patient might prompt the physician to 
have pyelographic studies performed. 

The physical examination would be complete in all 
essential details, and would include both pelvic and 
rectal examinations. At the time of the rectal examina- 
tion, many physicians prefer to perform a test for 
occult blood on a particle of feces that may be obtained 
on the gloved finger. Other basic laboratory studies in 


‘this “well” patient would include the following: 


1. Hematocrit. This is a useful screening device for 
abnormalities in the red blood cell count and white 
blood cell count. It is least subject to error of all tests 
for this purpose. The white buffy coat at the top of the 
red blood cell mass provides a satisfactory screen for 
gross leukocytosis or gross leukopenia. 

2. Urinalysis. The minimal procedures in this test 
would include measurement of specific gravity (a satis- 
factory screen for renal function when specific gravity 
is 1.018 or above), a test for albumin, and a test for 
glycosuria. In addition, many physicians find it reassur- 
ing to perform a microscopic examination routinely on 
the urinary sediment. 

It might be debated whether a sigmoidoscopic exam- 
ination should be included in the check-up of a “well” 
patient. True, this examination is troublesome to the 
usual patient, but some physicians consider it essential 
for the detection of malignant neoplasms or polyps 
within range of the sigmoidoscope. If this examination 
is to be omitted, certainly the digital rectal examination 
must not be. 

For a patient who comes to the physician because of 
illness, it is usually necessary to enlarge the work-up 
considerably. The range of examinations will depend 
upon the nature of the patient’s complaints. If any in- 
telligent advice can be given regarding the extent of the 
examination in a symptomatic patient, it would be re- 
lated to the task of history-taking. The history is cer- 
tainly the most difficult part of the examination, but it 
is by far the most rewarding. Without a good history, 
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the physician is like a traveler without a road map— 
- constantly lost, constantly anxious, and constantly 
losing time without getting anywhere. 


Cretinism and Mongolism 


Q. 1. At what age would you advise starting thyroid re- 
placement therapy to an infant ? 
2. Is there any positive diagnostic method of differ- 
entiating between Mongolism and cretinism without 
an early test on the thyroid ? 


A. 1. As soon as diagnosis is made. 

2. There are many differential points. The eye 
slits are slanted slightly upward in the Mongolian in- 
fant, and there is a shortness of the palpebral fissure 
which causes the eyes to appear small. The head is 
smaller than average with an undeveloped flattened 
occiput. Ears are small and placed low on the skull. 
The hands and fingers are short and broad. The tongue 
is long, deeply fissured, and slightly protruding. The 
hair of the Mongolian will be fine and silky and ade- 
quate, while that of the cretin will be dry, coarse and 


inadequate. The Mongolian infant is more active, and ° 


interested in surroundings, but the cretin lies still. 


Skin Testing After Cortisone 


Q. Please comment on the validity of skin testing while 
on cortisone therapy. I am referring specifically to 
the use of trichinella extract, but would be also in- 
terested in comments concerning other intracuta- 
neous antigens. 


A. Whereas antihistamines and _ epinephrine-like 
drugs inhibit skin reactions, steroids lave no such ef- 
fect. Indeed positive skin tests and even allergic shock 
are occasionally encountered from ACTH and from 
cortical hormones. 

When patients have been on cortisone therapy for 
some time, intradermal skin reactions to foods and 
inhalant antigens are often followed by late inflamma- 
tory-like reactions suggestive of a tuberculin type of 
response. In general, skin reactions of the bacterial 
type are enhanced by previous cortisone therapy. 

It can, therefore, be assumed that steroid therapy 
will enhance reactions to trichinella. It might even in- 
duce false-positive reactions. 


Treatment of Rheumatoid Arthritis 


Q. Does para-aminobenzoic acid have a potentiating 
effect in the adrenal cortwal steroid therapy of rheu- 
matoid arthritis ? If so, what is the mechanism ? 
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A. There is no convincing evidence that para-amin. - 
benzoic acid has a potentiating effect in steroid the - 
apy of rheumatoid arthritis. It is possible that urinai v 
excretion of steroid metabolites is delayed, thus raisi: ¢ 
the blood level just as occurs with salicylate admini.- 
tration. 


Anemia in Myxedema 


Q. A 40-year-old woman with severe anemia (perni- 
ctous) and concomitant myxedema has shown little or 
no response to treatment with iron, liver, B,2 and 
folic acid, during a two-month period. Is this to be 
expected, even with both oral and intramuscular 
therapy? She is on increasing dosage of desiccated 
thyroid. 


A. You are probably not dealing with a true perni- 
cious anemia, but with the macrocytic anemia so often 
seen with myxedema, and so frequently mistaken for 
pernicious anemia. 

This is a stubborn fellow who responds very slowly 
to desiccated thyroid. CAUTION: Since body metab- 
olism is increased by thyroid hormone, treatment may 
overtax an already insufficient hematopoietic mechan- 
ism. 
For the above reason it is prudent to support the 
red cell mass by transfusions during therapy when 
the anemia is severe. 


Use of BCG Vaccination 


Q. Lama general practitioner with a negative Mantoux 
test. I occasionally diagnose and am in contact with 
a case of tuberculosis. In this case, would it be ad- 
visable to have injections of BCG to prevent con- 
tracting tuberculosis ? 


A. Vaccination with BCG is not recommended for 
physicians over the age of 25 who have only occasional 
contact with tuberculosis and who observe the ordinary 
precautions such as having the patient cover his mouth 
when coughing and washing their own hands after 
examining the patient. A certain number of individuals 
who have been exposed to tuberculosis during their 
professional duties or who have been vaccinated with 
BCG remain negative to tuberculin, yet there is some 
reason to believe that these individuals have an excel- 
lent resistance to tuberculosis. The availability of 
effective chemotherapy against tuberculosis furnishes 
sufficient assurance against disability or death for 
those with only slight or occasional exposure to tuber- 
culous infection, if they have annual or semiannual 
chest x-ray examinations. 
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Hemicolectomy in Perforation of the Right Colon 


Wrrkowsk! and his coworkers discussed the problem 
of perforated lesions of the right colon. They stated 
that a majority of these are carcinoma of the ascending 
colon, of which 4 per cent began with perforation as 
their initial symptom. Other lesions that perforate in 
this area include nonspecific ulcers, acute amebic colitis, 
and perforations of. solitary diverticula. Since right 
hemicolectomy is advisable for nonspecific ulcers, and 
is often advisable for amebic granuloma and perforated 
diverticula, and since it will prevent further dissemina- 
tion in perforated carcinoma, the authors recommend 
primary resection for such lesions. 

Often these patients are operated for suspected acute 
appendicitis, through a McBurney incision. The au- 
thors believe that with antibiotic preparation, the un- 
prepared patient can be subjected to immediate colec- 
tomy despite the certainty that localized peritonitis is 
present. They suggested that the McBurney incision 
can be enlarged by a superior extension, and a trans- 
verse extension of its inferior angle, with severance of 
the right rectus muscle. Two successful operations 
were reported. (Arch. Surg., 74:741, 1957.) 


Nonhospital Tuberculosis Chemotherapy 


Rosins and his associates analyzed the results of anti- 
microbial therapy at the end of one year in 1,646 un- 
hospitalized patients with active pulmonary tubercu- 
losis who were supervised in the chest clinic of the 
New York City Department of Health. Reversal of in- 
fectiousness, as determined by sputum culture, oc- 
curred at the end of 12 months in 56 per cent of the 
patients with sputum initially positive for M. tubercu- 
losis. Only 3 per cent of the patients with sputum 
initially negative for M. tuberculosis had positive spu- 
tum at the 12-month period. Roentgenographic im- 
provement was observed in 47 per cent of all cases and 
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deterioration in 12 per cent, after one year of treat- 
ment. 

Clinic treatment was most successful in patients with 
minimal disease of recent origin which had not previ- 
ously been treated with antimicrobial drugs. An over- 
all appraisal of the results of the program indicates 
that its accomplishments have been substantial from 
both clinical and public health points of view. The au- 
thors’ experience provides no evidence that the admin- 
istration of drugs to unhospitalized patients through 
clinic services has materially influenced acceptance of 
hospitalization. Furthermore, there was no evidence 
that this type of program contributed to the spread, 
in the community, of tubercle bacilli resistant to anti- 


microbials. (Am. Rev. Tuberc., 75:41, 1957.) 


Pericardial Biopsy 


AND Prouprir present their experience using 
pericardial biopsy in 22 cases for the diagnosis and 
treatment of chronic pericarditis. They point out that 
pericarditis of undetermined etiology is usually sus- 
pected of being tuberculous since available diagnostic 
procedures are extremely limited in this disease. There- 
fore, a presumptive diagnosis alone has been the basis 
for treatment. For this reason, histopathologic and 
bacteriologic examination of the diseased pericardium 
itself may be of considerable assistance in diagnosis 
and should be considered in selected cases. 

The method the authors employ has two primary 
objectives: (1) to obtain pericardial tissue for histo- 
pathologic and bacteriologic studies, and (2) to create 
a pleural-pericardial hiatus, or “window,” to establish 
drainage of the pericardial effusion into the adjacent 
pleural space. Both objectives can be accomplished by 
excision of a small pericardial disk in the dependent 
portion of the pericardial sac. The technique is simple 
and may be employed even in patients who are gravely 


ill. 
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The authors believe that there is an appreciable risk 
in paracentesis for the diagnosis of pericardial effusion. 
Cardiac arrhythmia, syncope and laceration of the 
myocardium and coronary vessels have been reported 
as complications. Paracentesis in itself has definite 
limitations because it is essentially a blind procedure. 
Failure to obtain fluid does not prove that there is 
none, nor does a sterile culture of a pericardial fluid 
necessarily exclude the presence of a specific organism 
within the pericardium. For these reasons, although 
paracentesis may be a valuable procedure in certain 
cases, it can never approach pericardial biopsy in value. 
Furthermore, the creation ofa pleural-pericardial “‘win- 
dow” obviates repeated paracentesis, in addition to 
providing material for laboratory study. (Am. Rev. 
Tuberc., 75 :469, 1957.) 


Mortality in Acute Appendicitis 


McIver BroaDaway compared the results of treat- 
ment in a series of 871 cases of acute appendicitis, 
treated at the Mary Imogene Bassett Hospital during 
the last 25 years. Cases were divided into three groups; 
Series I from 1930 to 1937, Series II from 1938 to 1948, 
and Series III from 1949 to 1955, inclusive. 

The mortality during the period of study fell from 
4.4 per cent to 0 per cent. There have been no deaths 
following operations for appendicitis in that hospital 
since 1947. There were 164 cases of simple appendi- 
citis, 28 of acute diffuse peritonitis, 117 of acute local 
peritonitis, and 22 of appendiceal abscess in Series III. 
Appendectomy without drainage increased from 51 per 
cent to 77 per cent during the 25-year period. The 
incidence of perforation or gangrene in the entire 
group was 40 per cent of patients under 50 years of age, 
and 75 per cent of patients over 50. The mortality in 
Series I was 4.4 per cent, in Series II, 2.5 per cent, and 
in Series III, 0 per cent. 

The authors attributed the fall in mortality in the 
last two series to a number of factors. Chief among these 
were antibiotic therapy, early ambulation, and the use 
of anticoagulant drugs. The latter were employed not 
only when thrombophlebitis had developed, but also on 
a prophylactic basis. Credit also was given to more 
skillful anesthesia, better trained house staffs, and 
better over-all preoperative and postoperative care. 
(Ann. Surg., 145:552, 1957.) 


Postoperative Pneumoperitoneum 


Harrison and her coworkers studied the incidence 
and duration of intraperitoneal air, present following 
various types of abdominal operations. A total of 104 
postoperative male veteran patients were included. 
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X-rays were taken in the upright and left lateral decul), 


tus positions, beginning on the first postoperative da: 


and continuing daily until all the air was absorbe:'. 
Examinations were made in all patients in whom tl 
peritoneum was opened, including inguinal hernior- 
rhaphies. Portable x-rays proved unsatisfactory. Whe: 
only a small amount of air was present, it frequent|, 
showed under only one side of the diaphragm. 

The largest percentage of patients showing pneumo- 
peritoneum were those who had undergone gastrec- 
tomy. Among 16 of these, 14 showed intraperitoneal 
air, which persisted for an average of 6.1 days. In one 
patient, it persisted for 23 days. Eight of nine cholecys- 
tectomy patients showed pneumoperitoneum for an 
average of 3.4 days. Air was present following ten of 13 
colon resections, and nine of 19 miscellaneous laparot- 
omies. It was seen following only one of 32 hernior- 
rhaphies, and persisted in that case for only one day. 
Except for the gastrectomy noted above, air persisted 
for 11 days following one ventral herniorrhaphy and 11 
days after one colon resection. 

No correlation could be found between the type of 
anesthesia used, and the incidence of pneumoperi- 
toneum. There was no consistent relationship between 
the amount of air and chest complications. The au- 
thors thought, however, that free air seen after the first 
two or three postoperative days, in conjunction with 
signs of peritoneal irritation, should suggest either a 
ruptured hollow viscus or an intraperitoneal abscess. 


(Ann. Surg., 145:591, 1957.) 


Alteration in Renal Function During Hypothermia 


Moraes and his coworkers determined the effect of 
anesthesia during hypothermia upon renal function, 
in a group of 11 mental patients. These results were 
compared with changes in renal function during anes- 
thesia at normal temperature. In eight patients, hypo- 
thermia was produced under intravenous thiopental 
and continuous high spinal anesthesia, while three 
received thiopental alone. 

During hypothermia under thiopental-spinal anes- 
thesia, glomerular filtration was reduced by 52 per cent 
and renal plasma flow by 56 per cent. Under thiopental 
alone, cooling decreased the glomerular filtration rate 
and the rate of plasma flow by 30 per cent and 52 per 
cent respectively. This compared with a decline in 
glomeruiar filtration of 12 per cent and in renal plasma 
flow of 8 per cent under normothermic conditions. 
The maximal tubular excretory capacity decreased by 
65 per cent during hypothermia. Renal vascular resis- 
tances during hypothermia demonstrated an increase 
in all components, compared with normothermic con- 
ditions. 
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Urinary flow decreased by 25 per cent during hypo- 
thermia, compared with a 45 per cent reduction during 
normothermic procedures. Sodium excretion was not 
altered, and potassium excretion increased during 
cooling, compared with a decrease in excretion of these 
salts under normothermic conditions. 

Thus, in spite of the greater reduction in filtration 
rate during hypothermia, the decrease in urine forma- 
tion was less, and no reduction in electrolyte excretion 
was observed. A possible explanation suggested for this 
was some disturbance in the enzymatic system regulat- 
ing tubular transport, producing an impairment in the 
reabsorptive capacity of the tubules for water and 
electrolytes during cooling. No evidence was found of 
permanent adverse effect on the kidney as a result of 


cooling. (Ann. Surg., 145:488, 1957.) 


Asthma Due to Foreign Bodies in the Lung 


HoLMaN reports two cases in which unsuspected 
foreign bodies in the lung produced an asthmatic syn- 
drome with typical bilateral physical findings. In one 
instance, severe asthma persisted for two years and 
was cured following bronchoscopic removal of a piece 
of chicken bone. A youth with a history of asthmatic 
wheezing with colds developed severe wheezing with 
rales in both lungs that persisted for two months. 
Finally, a piece of tinfoil in the right main-stem bron- 
chus was removed by bronchoscopy. This also resulted 
in complete relief of asthma, even after a four-year 
follow-up. 

Both of the reported patients had extensive diag- 
nostic studies before the true nature of their illness was 
suspected. Foreign bodies were not demonstrated by 
roentgenograms. In the first case, two bronchoscopic 
examinations failed to show the foreign body. 

The author emphasizes the close similarity between 
the asthmatic syndrome precipitated by foreign bodies 
and that caused by conventional allergens. Both had 
bilateral rales, and in the first case, the usual sympto- 
matic remedies for asthma produced relief. (J. Allergy, 
28:182, 1957.) 


Hypothermia in Hemorrhagic Shock 


Posret, Rem AnD HinTON subjected 40 unanesthetized 
dogs to three-hour hemorrhage at a blood pressure of 
40 mm. Hg using an arterial reservoir technique. At 
the end of the three hours, the blood remaining in the 
reservoir was reinfused intravenously. The same pro- 
cedure was performed in 15 other dogs, except that 
after one hour of hemorrhage they were rapidly cooled 
to an average rectal temperature of 27°C. by immersion 
in ice water. 
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Following cooling, the hypothermia dogs lost a 
greater amount of blood into the reservoir than the 
control dogs, and the take-up of blood was slower 
than for the controls. The mortality in the cooled 
group was lower than in the controls (see accompanying 
diagram). 

The authors thought that, under the conditions of 
these experiments, lowering the body temperature 
after the onset of an otherwise irreversible hemorrhage 
exerted a significant therapeutic effect. They suggested 
that a clinical trial of hypothermia as an adjunct in the 
therapy of certain shock states is warranted. (Ann. 
Surg., 145:311, 1957.) 


Gastric Surgery in Elderly Patients 


Hoerr reviewed the subject of gastric surgery in 
elderly patients, and reported a large series of such 
operations at the Cleveland Clinic. Because elderly pa- 
tients are regarded as questionable risks for abdominal 
operations, additional precautions were employed in 
their management. As a result, the author found that 
indicated operations for gastric or duodenal lesions 
could be performed almost as safely in elderly patients 
as in young patients. Two exceptions to this were an 
increased incidence of nonfatal complications involving 
the cardiovascular system, urinary tract, and lungs 
after 60 years of age, and a greater number of post- 
operative hospital deaths in elderly patients suffering 
from incurable malignant gastrie lesions. 
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In a series of 114 consecutive patients who under- 
went resection for apparently curable gastric malig- 
nancy, the mortality was low even for patients more 
than 70 years of age. By contrast, in a similar group 
of 104 patients operated upon for incurable gastric 
lesions, the mortality rose sharply after 60 years of age. 
In 410 operations for benign disease of the stomach 
and duodenum in patients of all ages, there were only 
three deaths. 

During the postoperative period, the author stressed 
the importance of early ambulation in elderly patients, 
stating that they should walk, and not merely sit in a 
chair. He emphasized the need for indulging their 
whims in every way possible. With careful selection of 
such patients, skilled anesthesia, and thorough pre-and 
postoperative care, gastric operations on elderly in- 
dividuals can be performed with reasonable safety. 
(Cleveland Clin. Quart., 24:116, 1957.) 


Danger of Leukemia 


STRONTIUM is quite similar chemically to calclum. When 
it has been ingested, it is deposited in the bones. 
Radiostrontium is one of the by-products of nuclear 
weapon explosions. It has a very long half-life and 
could therefore be expected to irradiate the bone mar- 
row over a long period of time if it were to enter the 
human body. A maximum permissible concentration of 
radiostrontium has been specified for workers with 
radioisotopes. It has been proposed that there would 
be no reason to hesitate to allow a universal human 
strontium burden of one-tenth of the specified maxi- 
mum permissible concentration. 

Lewis has examined the foregoing statement from 
the point of view of dangers of radio-induced 
leukemia. He based his conclusions on studies of 
leukemia among four groups of individuals: (1) sur- 
vivors of atomic bomb radiation in Japan, (2) patients 
irradiated for ankylosing spondylitis, (3) children irra- 
diated as infants for thymic enlargement, and (4) 
radiologists. It has been shown that the incidence of 
leukemia in all of these four groups is higher than 
among the population at large. 

From statistics on leukemia in these four groups, 
Lewis calculates that a burden of one-tenth of the 
maximum permissible concentration of radiostrontium 
in the population at large could be expected to bring 
about a 5 to 10 per cent increase in the spontaneous 
incidence of leukemia. (Science, 125 :965, 1957.) 


Aseptic Myocarditis in the Newborn 


ACUTE ASEPTIC or interstitial myocarditis in the new- 
born is characterized by sudden onset with dyspnea, 
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cyanosis, cough and tachycardia. No murmurs a: 
heard. Pneumonia is suggested initially, but hea: 
failure soon develops. The electrocardiogram sho. s 
myocardial damage. Fever is not prominent. There 1s 
rapid progression to death or recovery. 

Blattner reviews recently published evidence that 
strains of Coxsackie virus are the etiologic agents in 
this illness. Although other tissues—brain and liver 
may be involved, the most striking pathologic changes 
are in the myocardium. Here there is either a granu- 
lomatous process or an inflammatory infiltrate that may 
be patchy or widespread. 

Experimental and clinical studies suggest that this 
infection is acquired during intrauterine life. The im- 
portance of influenza-like illnesses occurring in mothers 
during the latter part of pregnancy is emphasized. 
Studies have demonstrated several fatal cases occurring 
concurrently with outbreaks of Coxsackie virus infec- 
tion in the community.The viral agent probably crosses 
the placental barrier, establishing the infection during 
the prenatal period. (J. Pediat., 50:644, 1957.) 


Allergy to Poliomyelitis Vaccine 


Tue SALk poliomyelitis vaccine is prepared by growing 
the virus in monkey kidney cells. Virus removed from 
cultures carries small amounts of monkey tissue pro- 
tein, together with small amounts of protein from the 
artificial nutrient substrate. 

Crepea reports the case of a 9-year-old boy with a 
strong allergic background. Severe conjunctivitis, rli- 
nitis and asthma resulted from contacts with zoo ani- 
mals and pollen. Each of two injections of poliomyelitis 
vaccine induced asthma and rhinitis, without local re- 
action. Scratch tests with the vaccine gave an imme- 
diate wheal and flare reaction. Macaca rhesus serum, 
1:5,000 intradermally, gave a marked immediate reac- 
tion. Similar testing with horse serum, 1 :100, produced 
a slight reaction. 

This instance of allergy caused by minute amounts 
of monkey protein will probably be seen only rarely. 
However, the possibility, especially with repeated in- 
jections, must be kept in mind. (J. Allergy, 28:262, 
1957.) 


Peritoneal Absorption of Erythrocytes 


PRITCHARD AND WEISMAN observed that about two- 
thirds of labeled red blood cells introduced into the 
peritoneal cavity in patients appeared in the circulating 
blood within three to 11 days. Following absorption, 
the survival of these cells was normal. 

Despite the slow rate of peritoneal absorption of 
erythrocytes, the authors mention the possibility of 
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intra-abdominal blood transfusion when blood vessels 
are inaccessible. (J. Lab. ¢ Clin. Med., 49:756, 1957.) 


Peripheral Nerve Amyloidosis 


A 57-YEAR-OLD white man had progressive, unremitting 
loss of motor power and sensation in all his extremi- 
ties. At the time of his death, the clinical diagnosis was 
peripheral polyneuropathy of unknown etiology. 

A 64-year-old Negro had recurrent pain and numb- 
ness of the hands, feet and anterior half of the tongue. 
Neurologic examination was normal. Death was sud- 
den. He was considered to have cerebral arteriosclerosis 
with conversion manifestations. 

Autopsy in both cases revealed widespread amyloi- 
dosis. In both cases, peripheral nerves were found to 
be infiltrated with amyloid. Clark and Bennett report 
these two unusual cases, and have found ten reports 
of similar cases with severe symptoms of peripheral 
neuropathy associated with generalized amyloidosis. 
They emphasize the protean clinical manifestations of 
primary systemic amyloidosis. (Lab. Invest., 6:125, 
1957.) 


Lung Cancer 


ALTHOUGH mortality statistics indicate a rising preva- 
lence of lung cancer in the United States, in women as 
well as in men, the sex ratio of the disease has in- 
creased (see accompanying illustration). According to 


Wynder and his associates, the difference in incidence 
by sex is accounted for by the following facts: 
Epidermoid lung cancer is causally related to heavy 
cigarette smoking. 
Other opinions notwithstanding, women still smoke 
less than men. (New England J. Med., 255:1111, 1956.) 


Climate and Rheumatic Fever 


Ir HAS BEEN recognized that rheumatic fever is more 
prevalent in temperate zones than in tropical zones. 
This has been thought to be due, in part, to a re- 
duced incidence of upper respiratory infections in 
tropical areas. 

Tapachula, in the state of Chiapas, Mexico, has a 
tropical rainy climate. Mexico City has a temperate 
rainy climate. Salazar Mallen and his colleagues studied 
the incidence of rheumatic fever, pharyngeal flora and 
antistreptolysin “O” titers in students in Tapachula. 
These were compared with similar data from Mexico 
City. 

No active or inactive rheumatic fever was found in 
Tapachula. The incidence in Mexico City is 0.88 per 
cent. Throat cultures were positive for Lancefield’s 
Group A streptococcus in a higher percentage of cases - 
from the tropical area than in the temperate area. 
Antistreptolysin titers were higher in Tapachula than 
in Mexico City. 

These authors thus confirmed the rarity of rheu- 
matic fever in the tropical zones of Mexico. Yet they 
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demonstrated that streptococcal infections are at least 
as prevalent in inhabitants of the tropical zone as in 
the temperate zone population. The authors suggest 
that tropical climate changes the reaction of the host 
in the face of rheumatogenic infection. (Am. Heart J., 
53:757, 1957.) 


Combined Antibiotics and Staphylococcal Resistance 


ONE OF THE NEW antibiotics, novobiocin, has been found 
effective against staphylococci that had become resist- 
ant to other antibiotics. At the present time, one can- 
not foretell how much of a problem will be created 
because of the emergence of novobiocin-resistant staph- 
ylococci. Routine testing of all strains isolated in hos- 
pitals where novobiocin is used would help to clarify 
this point. 

Meanwhile, Lin and Coriell have shown that staphy- 
lococci growing in culture media can be caused to 
develop resistance against novobiocin. The addition 
of a sulfonamide or various antibiotics to the culture 
medium did little to delay emergence of novobiocin- 
resistant strains. 

Until more clinical experience has been gained, it is 
the authors’ intention to reserve novobiocin for serious 
staphylococcic infections that are resistant to other 
chemotherapeutic agents. They advocate that the new 
antibiotic not be used for minor illnesses. They recog- 
nize that novobiocin in combination with other anti- 
biotics may prove to be clinically helpful under certain 
circumstances, but their laboratory studies do not in- 
dicate that there is a rational basis for routine use of 
antibiotic combinations. (Antibiot. Med. ¢> Clin. Ther- 
apy, 4:35, 1957.) 


Bronchial Involvement in Sarcoidosis 


KALBIAN investigated 11 consecutive cases of pulmo- 
nary sarcoidosis by bronchoscopy, bronchial biopsy 
and scalene node biopsy. Three types of bronchoscopic 
findings are recorded: (1) external pressure from en- 
larged lymph nodes; (2) granular, nodular, “‘rough- 
looking” mucous membrane with small blebs 2 to 3 mm. 
in diameter; (3) thickened edematous mucous mem- 
brane with stenosis of the bronchus. 

Of these bronchoscopic changes, group 1 is not 
specific for sarcoidosis, as lymph node enlargement 
may be due to many other causes. Group 3 is not 
specific either, as it is the end result of a fibrosing 
process with secondary changes brought on by super- 
imposed infection. Group 2 is probably typical of pul- 
monary sarcoidosis with bronchial wall involvement. 
When the mucosa showed this granular appearance, 
noncaseating tubercles were found on bronchial biopsy. 
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Seven of the author’s 11 patients showed gross bro.)- 
choscopic abnormality. Of more significance, howey« 
nine of ten bronchial biopsies were abnormal. 

If an attempt is made to correlate the bronchosco ic 
with the bronchial biopsy findings, it seems that with 
a normal bronchoscopic appearance no more than souie 
thickening of the mucous membrane can be expected, 
while with a granular rough mucous membrane, a col- 
lection of noncaseating tubercles may be found in the 
submucosa. 

The scalene node biopsy was positive in seven of 
nine cases. 

As a result of this investigation, the author believes 
that pulmonary sarcoidosis can usually be diagnosed 
by histologic examination of materials obtained by 
bronchial biopsy and scalene node biopsy. (Thorax, 
12:18, 1957.) 


Gastroduodenal Disease and Cor Pulmonale 


In 65 cases of pulmonary emphysema associated with 
cor pulmonale in which post-mortem examinations 
were performed, Plotkin observed 21 examples of pep- 
tic ulcer of the stomach or duodenum. He also noted 
that, in 65 other cases of pulmonary emphysema and 
cor pulmonale observed on the medical wards, x-ray 
examination disclosed that seven patients had gastric 
ulcer and ten had duodenal ulcer. Five patients had 
both gastric and duodenal ulcers. 

These findings indicate that the incidence of peptic 
ulcer is about 30 per cent in patients of this type. If 
hypertrophic gastritis is also taken into consideration, 
gastroduodenal disease is indeed prevalent. 

In almost all of the author’s cases, there was not 
a typical history of peptic ulcer. Furthermore, in a high 
percentage of the cases studied at autopsy, death had 
resulted from hemorrhage or perforation. For these 
reasons, all patients with emphysema should have x-ray 
studies and, if necessary, gastroscopic examinations. 
These are the only means of establishing the complete 
diagnosis and instituting early treatment in order to 
forestall serious complications. (Dis. of Chest, 31:195. 
1957.) 


Reserpine and Gastric Secretion 


PREVIOUS experimental and clinical observations had 
indicated that reserpine may stimulate gastric secre- 
tion. Kirsner and Ford therefore undertook a study to 
clarify further the effect of reserpine, orally and intra- 
venously, upon the fasting gastric secretion in man. 
The authors found that reserpine can be given by 
mouth in doses up to 1.0 mg. daily with little hazard 
of stimulating gastric secretion or precipitating the re- 
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currence of peptic ulcer. They suggested that larger 
oral doses perhaps should be prescribed cautiously in 
patients with peptic ulcer. On the other hand, reserpine 
intravenously, in doses of 1.0 mg. to 2.5 mg., is a very 
potent stimulant of basal gastric secretion in man, and 
should not be used in patients with a known or sug- 
gestive history of peptic ulcer. (Arch. Int. Med., 99:390, 
1957.) 


Acute Pulmonary Histoplasmosis 


IN ONE FAMILY in north-central Pennsylvania, Packard 
and Finkelstein made a diagnosis of acute pulmonary 
histoplasmosis in two persons and found strong pre- 
sumptive evidence of infection in three others. They 
believe that this diagnosis should be considered in 
any acute pulmonary infection that does not respond 
to antibiotics and in which the diagnosis is not apparent 
by ordinary means. 

Cortisone apparently helped the two patients with 
acute pulmonary histoplasmosis. The authors advise 
the administration of cortisone for those cases with 
continuing toxemia and severe prostration, and further 
advise that it should not be used until there has been 
time enough for adequate antibody formation. In both 
the reported cases, cortisone was withheld until after 
the first two weeks of illness. Immediate use of corti- 
sone might have the adverse effect of furthering the 
spread of infection and of suppressing antibody forma- 
tion. (Arch. Int. Med., 99:370, 1957.) 


Indications for Mitral Valvuloplasty 


FOLLOWING operation for mitral stenosis in over 1,000 
cases, Black and Harken have reviewed the indications 
for this procedure. The mortality has been related to 
the clinical classification of the patients, and to the 
stages in the development of the operation. Patients 
are classified as shown in the following table: 

Group 1. Benign: Murmur only—no symptoms. 

Group 2. Handicapped: Murmur plus symptoms that 
are static. 

Group 3. Hazardous: Murmur plus progressive 
symptoms, with right ventricular failure that responds 
to therapy. 

Group 4. Terminal: Murmur, progressive symp- 
toms and irreversible congestive failure. 

In the accompanying diagram, the mortality of these 
first 1,000 patients is shown. Currently, the group 3 
mortality is less than 1 per cent. This is comparable to 
or better than that of major abdominal surgery. 

The following factors are listed as pointing strongly 
to the need for surgical intervention in a patient with 
pure mitral stenosis: episodes of congestive failure; 
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electrocardiographic evidence of right ventricular hy- 
pertrophy; auricular fibrillation; tachycardia and 
dyspnea during sexual intercourse; repeated arterial 
embolization; and symptoms during pregnancy. 

Age, per se, does not preclude operation. The re- 
sults of operation in the sixth and seventh decades 
have been as gratifying as in younger patients. How- 
ever, one must avoid ascribing to mitral stenosis symp- 
toms that are, in fact, due to coronary insufficiency. 

Fibrillation is never considered a contraindication 
to operation. Nor does moderate mitral insufficiency 
preclude valvuloplasty. In addition, calcification of the 
mitral valve and associated disease of aortic or tricuspid 
valves are no longer considered deterrents to valvulo- 
plasty. 

Florid rheumatic carditis remains a contraindica- 
tion. However, if rheumatic activity is only suspected, 
it is disregarded. 

At the end of three years, 89 per cent of the first 500 
patients in groups 2 and 3 are improved, and 56 per 
cent are leading essentially normal lives. The second 
500 patients promise even better results. The authors 
believe that these mortality and rehabilitation rates 
demand that patients with mitral stenosis be brought 
to surgery in an early phase. (Am. Heart J., 53:439, 
1957.) 


Postoperative Abdominal Muscle Spasm 


Jennincs and his associates called attention toa peculiar 
type of upper abdominal muscle spasm that occurs in 
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certain postoperative patients. It was said to be more 
common following upper abdominal incisions, partic- 
ularly those of the Kehn type or those of the vertical 
rectus-splitting variety. 

The attacks were described as agonizing spasms, 
usually in the rectus muscle. Initiated by bodily move- 
ments or reflex abdominal muscle contractions, they 
were of short duration, lasting for a few seconds to 
perhaps half a minute. Between the spasms, the patient 
may be relatively free of distress. Their onset is during 
the first 24 to 48 hours, and they may last for two or 
three days. In the writers’ experience, the spasms were 
three times more frequent in male than in female pa- 
tients. 

Suggested causes for the pain included trauma dur- 
ing surgery, the increasing use of muscle relaxants, 
and the high-strung, nervous, apprehensive tempera- 
ment. Treatment should include reassurance of the 
patient that the spasms are self-limited, and repeated 
procaine injections. (Arch. Surg., 74:804, 1957.) 


Effect of Gastroenterostomy on Gastrin 


Woopwarb and his associates performed gastroenter- 
ostomies in dogs to determine the effect of this pro- 
cedure on gastrin production. Heidenhain pouches 
were constructed in eight dogs to serve as indicators of 
gastrin secretion from the pyloric antrum. A small 
gastroenterostomy was then performed on the greater 
curvature, 5 cm. from the pylorus and 1 cm. in diameter. 

In six animals after this procedure, there was no 
change in the pouch secretion. In two, the gastrin 
secretion was increased 248 per cent and 190 per cent 
respectively. When the gastroenterostomy was enlarged 
to 4.5 cm. in diameter, all but one animal demonstrated 
a striking increase in acid output from the pouch, 
averaging 346 per cent. When the jejunal limbs of the 
gastroenterostomy were separated, forcing all alkaline 
duodenal contents into the stomach, gastrin formation 
did not increase further. If the pylorus was transected 
after gastroenterostomy, gastrin production fell to 
normal. 

The authors suggested that gastroenterostomy open- 
ings should be small, and situated on the dependent 
portion of the stomach near the pylorus. They also 
thought that, because of closure of the pylorus, gastro- 
enterostomy may be a safer procedure in patients with 


pyloric obstruction. (Arch. Surg., 74:694, 1957.) 


Steroid-Induced Peptic Ulcer 


Brus and his associates reported ten cases of steroid 
peptic ulcer and discussed the etiology and treatment 
of these lesions. 
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The cause of steroid-induced ulceration has not be. » 
proven. Gastric ulcers were more frequent than du. - 
denal ulcers. Several mechanisms of ulcer producti::; 
were suggested by the authors: (1) excessive acid-pe}) ic 
gastric secretion, (2) a breakdown of the so-callcil . 
‘mucus barrier,” (3) vascular influences resulting 
focal ischemia, and (4) destructive action on the con- 
nective tissue ground substance. 

In the series of cases of ulcers reported by the au- 
thors, the gastric ulcers were acute, and symptoms 
occurred shortly after the onset of steroid therapy. A 
high incidence of hemorrhage has been noted by othier 
writers, and perforations have also been recorded. 
Although iatrogenic ulcers were found to have less 
tendency to malignancy, they warned that the possi- 
bility that a gastric ulcer may have been malignant from 
its onset must be borne in mind. 

The writers stated that a majority of these ulcers 
will respond promptly to withdrawing the offending 
agent and the institution of a rigid ulcer program. In 
some instances, with a good ulcer regimen, it is often 
possible to continue the use of corticosteroids without 
impairment of ulcer healing. 

Surgical intervention was recommended for per- 
foration, severe hemorrhage, and when medical treat- 
ment fails to heal a gastric ulcer. If operation is per- 
formed on a patient who has recently been receiving 
steroid therapy, the steroids should be continued dur- 
ing the operative period. A 75 per cent gastrectomy 
with vagotomy was advised. The authors stated that 
surgery is necessary in about 10 per cent of cases. 


(Arch. Surg., 74:675, 1957.) 


Intrathoracic Accessory Lobe of the Liver 


HANSBROUGH AND LIPEN reported an interesting case in 
which an abnormal mass in the chest proved to be an 
accessory lobe of the liver. 

The patient was a 26-year-old white male, who was 
hospitalized with complaints of abdominal pain, diar- 
rhea and weight loss. Because of previous episodes of 
these symptoms, a diagnosis of ulcerative colitis had 
been made. During the six weeks preceding admission, 
the pain had been cramp-like, with nausea and vomit- 
ing, and the patient had lost 40 pounds. Except for 
vague, generalized abdominal tenderness, slight en- 
largement of the liver, and evidence of weight loss, the 
physical examination was noncontributory. X-rays of 
the chest revealed a lobulated density in the right 
costophrenic sulcus. Following pneumoperitoneum, 
this was demonstrated to be in the right costophrenic 
sulcus, posteriorly, entirely above the diaphragm. 

Chest exploration was carried out through the sev- 
enth thoracic interspace. A mass, having the appearance 
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of liver was found in the pleural cavity, with a pedicle 
1.0 cm. in diameter, attached to the dome of the dia- 
phragm. This contained an artery, a vein and a bile 
duct which penetrated the diaphragm and entered the 
substance of the liver. The pedicle was ligated and the 
mass removed. Pathologic examination revealed liver 
parenchyma with marked atypical cirrhosis. (Ann. 


Surg., 145 :564, 1957.) 


Occlusion of Small Arteries 


EvipENcE of occlusive arterial disease of the extremities 
can usually be ascribed to some underlying disease. 
However, Jepson has collected 11 cases in which there 
was a single episode of sudden occlusion of the small 
arteries of the hands and feet. This resulted in pro- 
found cyanosis or sometimes gangrene. There was no 
evidence of any underlying disease, and the patients 
made a good recovery with little or no loss of tissue. 
Larger arteries were not involved, so that limb function 
remained normal. (Circulation, 14:1084, 1956.) 


Treatment of Rheumatoid Arthritis 


ScHERBEL, Schuchter and Harrison estimate that rheu- 
matoid arthritis disappears spontaneously or responds 
quickly to simple medical treatment in about one-half 
the patients. In the remainder, treatment becomes dif- 
ficult, and in approximately one-third of these patients, 
the disease is likely to become intractable. At the 
Cleveland Clinic during the past several years, a pro- 
gram of combined drug therapy has been used for 
rheumatoid arthritis patients who have the more 
severe forms of the disease. The results of the program 
are shown in the accompanying diagram. 

Patients with early or mild disease were treated with 
sodium salicylate, 4 to 8 Gm. daily. When arthritis was 
accompanied by emotional instability, one of the tran- 
quilizing agents was given in addition. For example, 
meprobamate might be administered orally in doses of 
400 mg. three or four times a day. 

When patients did not respond satisfactorily to 
salicylates, and for those patients who had more active 
or deep-seated disease, antimalarial drugs were admin- 
istered for their anti-inflammatory effect. For this pur- 
pose, hydroxychloroquine sulfate was prescribed in 
doses of 400 mg. to 600 mg. daily, or chloroquine 
phosphate was given initially in a dose of 500 mg. 
daily. In some cases, salicylates were continued or 
prednisone was added to the regimen in a dose of 3 
mg. daily. Whenever prednisone was used for more 
than a few weeks, ACTH gel was given in a dose of 10 
units intramuscularly at weekly intervals. 

For patients incapacitated by severe disease or for 
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those in relapse who had been resistant to all previous 
treatment, hospitalization was ordered, and a regimen 
of combined drug therapy was used. The regimen was 
introduced with intravenous infusions of a mixture of 
ACTH and nitrogen mustard (HNg). For this purpose 
10 units of aqueous ACTH was diluted in 500 ml. of 5 
per cent dextrose in water, and the solution was infused 
over a period of four hours. Promazine hydrochloride, 
50 mg., was given at the beginning of the infusion to 
prevent nausea. One-half hour after the infusion had 
been started, the intravenous tubing was injected with 
2 or 3 mg. of HN» diluted in 2 ml. of saline solution. 
Usually the infusion provided rapid relief of symptoms. 
This type of infusion was given daily for five days and 
then stopped for a few days in order to evaluate the 
immediate results. When the occasion demanded, an- 
other series of infusions was given. 

At the same time that intravenous therapy was be- 
gun, an antimalarial drug was ordered. Prednisone, 3 
mg. daily. also was given. This combination of drugs was 
used until the patient was practically symptom-free— 
usually for three to 12 months. Then the dose of 
corticosteroid was reduced to half. Later it was stopped 
if the disease remained suppressed after a few months. 
In some instances, isoniazid or iproniazid was used in 
place of an antimalarial drug. For joints that had been 
involved for years, response to oral therapy often was 
incomplete. Then, intra-articular injections of hydro- 
cortisone and HN» were given. The usual mixture 


consisted of 0.5 mg. of HN» (diluted in 0.5 ml. of 
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normal saline solution) and 25 mg. of hydrocortisone. 
As a rule, intra-articular injections were made three 
times at four-day intervals. (Cleveland Clin. Quart., 
24:105, 1957.) 


Dangers of Quinidine 


Two risks characterize the administration of quinidine 
for treatment of atrial fibrillation—sudden death and 
embolism. Thomson reviewed 611 previously uncol- 
lected cases in which quinidine had been administered. 
His data verified the imminence of the risks previously 
mentioned. 

In his analysis of the mechanisms for sudden death, 
Thomson proposed that uncontrolled dosage may be a 
significant lethal factor. This would be especially true 
in patients having congestive heart failure. In such 
cases, one might expect higher blood levels of quini- 
dine and a slower elimination of the drug. Generally 
speaking, death under these circumstances has often 
been attributed to ventricular arrhythmias, but Thom- 
son suggested that another factor may be primary de- 
pression of the central nervous system (‘quinidine 
shock”). 

In the author’s collection of cases, there were 418 in 
which data were available on the prevalence of embo- 
lism following administration of quinidine. The inci- 
dence of clinical embolism was 2.3 per cent. It ap- 
peared that embolism was an infrequent cause of 
death, and a history of prior embolism did not appear 
to increase the risk of embolism during quinidine 
treatment. Whether concurrent use of anticoagulants 
with quinidine influences the risk of embolism could 
not be ascertained from the data at hand. (Circulation, 
14:757, 1956.) 


Manifestations of Erythema Nodosum 


Juperne from his experience with 163 patients having 
erythema nodosum, Favour noted that this disease 
may follow or accompany a variety of infectious pro- 
cesses or occasionally may result from a drug. In the 
United States, the infecting organism most frequently 
identified is the beta-hemolytic streptococcus. In areas 
where coccidioidomycosis is endemic, that disease may 
be responsible. Tuberculosis is an infrequent cause. 

The local manifestations of erythema nodosum, as 
described by Favour, most often take the familiar form 
of tender, bruise-like lesions of the shins. However, the 
nodules may involve other areas, and sometimes are 
confluent or purpuric. They tend to occur in successive 
crops and may be caused to appear by minor trauma 
to bony prominences. 

The author listed the common systemic symptoms 
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as malaise and fever. Most patients have joint symy- 
toms—mainly arthralgia in weight-bearing joints of tlic 
lower extremities. 

An acute serous arthritis marks the more severe fori 
of the disease. Pulmonary abnormalities include sy1)- 
metrical hilar lymphadenopathy, with or without mot - 
tling of the lungs. Concurrent tuberculosis or cocci- 
dioidomycosis should be considered. 

Acute attacks usually last from one to five weeks and 
subside without residuals. However, one patient in ten 
has an attack that smolders on for months. In Favour’s 
experience, some patients with erythema nodosum have 
also had rheumatic heart disease, but erythema nodo- 
sum was not a prelude to cardiac involvement. 

The mainstays of treatment are bed rest and sympto- 
matic therapy. When an infectious or chemical “al- 
lergen”’ is identified, its specific removal is important. 
For example, isolation of a beta-hemolytic streptococ- 
cus from the nasopharynx would be an indication for 
administration of penicillin for ten to 14 days. (Cali- 
fornia Med., 85:207, 1957.) 


Coxsackie B Meningitis 


IN PATIENTS with aseptic meningitis, viruses of the 
Coxsackie B group have been isolated from the stools, 
and less frequently from the throat and spinal fluid. 
However, viremia has been reported only once, and 
that in one out of 200 cases of viral meningoencephalitis. 

Shelokov and Habel describe the isolation of a 
Coxsackie B virus from the serum of a patient three 
days after onset of a febrile illness, but five days prior 
to the onset of frank meningitis. 

The patient was a young physician engaged in virus 
research. He developed fever, dizziness, myalgia, head- 
ache, pleurodynia and nausea. Viremia occurred on 
the third day. Clinical improvement began on the 
fourth day. On the fifth day, stools were positive for 
Coxsackie B virus. Frank clinical meningitis occurred 
on the eight day. There were 76 cells in the cerebro- 
spinal fluid, 50 per cent of which were polymorphonu- 
clear leukocytes, and the CSF protein was 52 mg. per 
100 ml. On the eleventh day there was clinical im- 
provement, but the stools were again positive for 
Coxsackie virus. Neutralizing antibodies against this 
virus were present in convalescent serum, but not in 
the ‘“‘acute” virus-bearing serum. 

These data suggest that viremia may be a part of 
the pathogenesis of Coxsackie B meningitis. Virus was 
not demonstrated in throat secretions. This, plus the 
presence of the virus in the stools, suggests that there 
was an early locus of viral propagation in the gas- 
trointestinal tract. (Proc. Soc. Exper. Biol. ¢ Med., 
94:782, 1957.) 
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Diminishing Polio 


(Fourth International Polio Conference, Geneva, July 8.) 
In TIME, poliomyelitis ‘‘will become a rare and ulti- 
mately extinct disease.” Efficiency of the Salk polio 
vaccine will be increased beyond the present 75-80 
per cent effectiveness. The future will see increased 
vaccination of pregnant women to protect both these 
mothers and their newborn children.—Dr. Jonas E. 
Satx, University of Pittsburgh. 


New Polio Type? 


(Ibid, July 12.) Russian scientists believe they have 
isolated a fourth type of polio virus causing paralysis 
in humans—have named it the Karaganda strain from 
the area of the Soviet Republic of Kazakhstan where it 
was first isolated. The Soviet scientists do not agree 
with American experts who, after analysis, identify 
this virus as belonging to the Coxsackie family. Soviet 
scientists had brought samples to the United States 
for tests.—Dr. M. K. Vorosuitova, Moscow Institute of 
Polio Research. 


Improved Treatment of Polio 


(Ibid, July 11.) ImproveD MEDICAL CaRE has brought a 
75 per cent reduction in the death rate during polio- 
myelitis epidemics during the last 20 years. Whereas 
formerly one out of five severely paralyzed patients 
died, today the ratio is only one in 20, or sometimes 
less.—Dr. W. Rircuie Russett, United Oxford Hospi- 
tals, Oxford, England. 


New Approach to Polio Vaccination 


(United Nations World Health Organization Conference, 
Geneva, July 19.) Mass TR1ats should be begun with 
oral vaccines made of attenuated live strains of polio 
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viruses. Such a vaccine should be an adjunct, not a 
replacement, for the Salk vaccine, but “might even- 
tually replace it, if that is found feasible.” “If the pro- 
posed trials of the live virus vaccine prove successful, 
it may be hoped that the immunity it provides will be 
reliable and long-lasting, and may result in the elimi- 
nation, or at least in a substantial reduction, of the 
virulent strains of polio virus at present in circulation. 
The present killed virus vaccine is not able to achieve 
this kind of result.”—Report of a 12-nation group of 


poliomyelitis experts. 


Aging—A Disease 


(Fourth Congress of the International Association of 
Gerontology, Merano, Itaiy, July 15.) Otv ace can be 
considered “‘a disease consisting of deficiencies and ill- 
nesses—a chronic and fatally progressive disease.” It 
can best be treated early by preventive and corrective 
measures, and ages 45 to 60 are the critical period 
when physical and mental changes reach their climax. 
Early symptoms are not baldness or graying hair, but 
such signs as increasing obesity or development of 
nervousness. Overnutrition hastens aging in some peo- 
ple.—Dnr. Enrico Greppt, Italy, Association President. 


Fish Story 


(Ibid, July 19.) Contrary to popular belief, fish do not 
just keep growing without senescing until killed by 
accident or disease. They also age, and this makes 
them likely subjects for study of the riddle of aging. 
Fishes’ age can be determined accurately by examina- 
tion of their scales and bones. Their life span can be 
altered by changes in growth rate dependent upon 
temperature and food intake. They can be used to test 
the hypothesis that animal life span tends to be shorter 
with quicker growth and maturation.—Pror. SHELBY 
Gerxinc, Indiana University zoologist. 
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Rejuvenation by Injection 


(Ibid, July 18.) INTRAMUSCULAR INJECTIONS of procaine 
have produced rejuvenating effects upon hundreds of 
elderly persons aged 60 to 110. (This claim was greet- 
ed with skeptical eyebrows and detailed criticisms 
from listening U.S. and other scientists.) The anes- 
thetic is administered three times a week with a ten- 
day interval between each series of 12 injections. One 
man of 110 entered a clinic three years ago in generally 
weakened condition, “with blotchy skin, poor memory, 
weak eyes and a desire to stay in his room.” Now his 
skin is clear, his hair thicker and with new color, his 
memory and physique better, his sociability improved. 
Other aged patients reacted similarly. It was contend- 
ed that procaine was the rejuvenating factor—Dr. 
Anna Asian, Medical Director, Institute of Geriatrics, 
Bucharest, Rumania. 


Clot Dissolver 


(Yale University announcement, New Haven, Aug. 3.) 
PLASMIN now has been sufficiently purified for current 


human experiments in hopes it will prove as effective 
in them as in animals in safely dissolving blood clots. 
An enzyme, plasmin is derived from interaction of 
plasminogen and streptokinase. Human trials for quick 
dissolution of new-formed clots are under way at Ros- 
well Park Memorial Institute in Buffalo.—Drs. Danret 
L. Kune and Jacos R. Fisuman, Yale University. 


Search 


(Duke University Announcement, Durham, N.C., June 
29.) Possisuty of a link betwen childbirth anesthesia 
and afflictions such as cerebral palsy will be studied at 
Duke University Medical School by Dr. R. Frederick 
Becker and associates with a grant from the U.S. Pub- 
lic Health Service. Whether oversedation is a hazard 
will be investigated. There is evidence that lack of oxy- 
gen in animal offspring during birth produces brain 
damage similar to that seen in cerebral palsied chil- 
dren. Overdoses of sedatives may also produce toxic 
effects. Whether indiscriminate use of tranquilizers 
could affect development of the fetus also will be 
studied. 


Preparations for Influenza 


(USPHS Announcements, Washington, D. C., 
July-August.) 


IN A SERIES of announcements sponsored jointly 
by USPHS officials and a special committee of 
the American Medical Association, American 
physicians and the public have been warned of 
the likelihood of an epidemic of influenza this 
fall or winter. Late in August, Surgeon General 
Burney called a special meeting of State and 
Territorial Health Officers at the USPHS Clinical 
Center in Bethesda, Md.—purpose: to review 
progress in the preparations for coping with the 
expected epidemic. 

These preparations had their origin in a meet- 
ing called by Burney early in June, with Presi- 
dent Malcom Phelps representing the American 
Academy of General Practice. 

Plans have been based on the assumption that 
introduction of the Far East variety of influenza 
into the United States will find a vulnerable 
population. Efforts to reduce that vulnerability 
have included the development of a new influenza 
vaccine. It is hoped that there will be sufficient 
amounts of the vaccine for timely protection of 
some groups in the population—notably mem- 
bers of the armed services, police and fire de- 
partment personnel, health workers, and com- 
munications employees. In all events, the dis- 


tribution of vaccine will be a matter for individual 
community decision. 

Sporadic outbreaks of the “new” influenza 
have already appeared in the United States. The 
disease has shown a pattern similar to the in- 
fluenza of recent years. The onset of illness is 
abrupt, with headache, myalgia, prostration, 
coryza, bronchitis and fever. Temperatures of 
103° to 104° have marked the peak of the illness. 
Defervescence in four or five days has been fol- 
lowed by gradual recovery of strength. The ill- 
ness has not shown a tendency to increase in 
virulence, and bacterial complications have been 
few. Identification of the causative agent as the 
new influenza strain can be accomplished through 
facilities of special laboratories available to local 
health officials throughout the nation. 

Experts in infectious diseases have strongly 
urged that antibiotics not be used routinely in 
treatment of influenza. Such treatment would 
have no effect on the primary illness. As far as 
bacterial complications are concerned, the ex- 
perts recommend that antibiotics be reserved 
until the complication is evident rather than 
given prophylactically. Such prophylaxis, they 
state, is not justified on the basis of present in- 
formation. 

Rather, treatment would include the simpler 
remedies—analgesics and rest in bed (home in 
preference to hospital). 


Pal 

a 

i 


Special Features 


ANNUAL REPORT OF THE EXECUTIVE SECRETARY 


1956-1957 


Mr. Mac F. Cahal presented his annual report 

to the Academy’s Congress of Delegates at the Ninth 
Annual Scientific Assembly March 23, 1957, 

in the Sheraton-Jefferson Hotel, St. Louis, Missouri. 


Mr. Speaker, Dr. DeTar, Detecatres, Lapies AND 
GENTLEMEN : 

It is the duty of the executive secretary and general 
counsel to appear before this body annually with a 
report on the state of the Academy. His report relates 
to administration and management. The framework 
of policies within which the Academy’s administrative 
program is conducted is laid down here by the actions 
you take on recommendations of the respective officers 
and committees and on resolutions presented for your 
consideration. 

The means of carrying out the directives enuciated 
here is the special task of executive management. But, 
an administrator defaults if he confuses means with 
ends. He must be concerned with both. 

I consider it my fundamental obligation as your 
executive officer, for example, to constantly hold be- 
fore the membership the purposes for which this 
Academy was organized, and the reasons for which it 
exists. As I have stated, policies are determined by 
this Congress and by the Board of Directors; it is 
my primary responsibility to see that these policies 
are given viability through executive action. But, I 
am obligated to speak up if in my opinion a proposed 
policy will tend to obscure the ends toward which 
the Academy is working or conflict with some other 
proposed or settled activity. 
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The managerial duties of an organization executive 
thus relate both to the means, and to the ends. But 
the most difficult, and by far the most important prob- 
lems relate to the end. It is these that occupy the 
tireless attention and effort of your elected officers, 
the Board of Directors, and its standing commissions 
and committees. 

One cannot wisely decide upon means unless he has 
a clear and rational vision of the end, of course. It is 
important, therefore, at this particular stage of our 
development to constantly keep in mind the specific 
aims and policies of the Academy so we may be rea- 
sonably certain that they are both sound and attainable. 


Owe Huge Debt 


I am constrained at this 
point to remind the mem- 
bers of the Academy that 
they owe a huge debt to the 
officers, directors and com- 
mittee members who have 
guided the affairs of the 
Academy during the past 
year. With the vision that 
comes to dedicated men, 
they have maintained a 
steady course of action that 
is at once desirable, wise 
and practical. Their reward 
is your support of the prin- 
ciples they have defined. 


Mac F. Cahal, J.D. 
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Membership Growth By Years 


The men to whom I refer are known to all, but I 
should utter a word of special recognition to your 
distinguished president, Dr. John S. DeTar. Dr. 
DeTar’s boundless energy, his remarkable ability to 
pinpoint issues and stimulate the interest of the 
many thousands of Academy members with whom he 
has come in contact during his administration, his 
sincere and modest devotion to the principles of the 
Academy, and his dedication to purpose, coupled with 
a remarkably intelligent sense of humor, have brought 
the Academy to new heights of prestige and achieve- 
ment during 1956 and 1957. His is the kind of contri- 
bution that will live on long after his term of office 
has expired. 

The president has had a strong and solidly unified 
team of coworkers behind him, of course. The record 
of progress the Academy has enjoyed under this and 
preceding regimes is a proud and reassuring one, 
indeed, 

My personal appreciation for the confidence and the 
warm encouragement these gentlemen have accorded 
me in my job is both humble and sincere. 
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A medical society administrator or counsel must |). 
reasonably expert in the somewhat esoteric field .f 
public relations. In this capacity he has two major 
functions: 

1. He must evaluate public attitudes toward |)is 
client, i.e., the association which employs him; and 

2. He must interpret the client to the various pul)- 
lics which need to be informed. 


Every association has a number of different ‘“pub- 
lics” which it must reach. In our case these include— 
in addition to the general public—members of the 
Academy, prospective members, related associations, 
quasi-professional groups, health agencies, govern- 
ment and other special groups. 

There are many evidences—which the limitations 
of time prevent reciting here—that the Academy has 
achieved a considerable degree of success in estab- 
lishing good relations in all these categories. Consider, 
for example, that when the American Medical Asso- 
ciation called representatives from every state medical 
society to Chicago on January 26 for a conference on 
the problem of polio immunization, your distinguished 
president-elect, Dr. Malcom E. Phelps, who repre- 
sented the Academy at that conclave, was introduced 
among the major speakers of the day as “representing 
the general practitioners of America.” 

This conference, incidentally, was called largely 
at the instigation of the Academy. The role which 
the Academy assumed there, through the able person 
of Dr. Phelps, is significant on two counts. First, 
it is evidence that the Academy has assumed a posi- 
tion of leadership in the upper councils of organized 
medicine in America and that this position has been 
accepted and welcomed by the American Medical 
Association and other organizations. Second, it re- 
veals that the Academy has been accepted as the rep- 
resentative of and official spokesman for all general 
practitioners in America. 

Thus, it has accomplished what I regard as one of 
its most important single functions. (And has, inci- 
dentally, assumed an enormous responsibility.) It 
serves as an effective medium through which the con- 
certed voice of the general practitioners of America 
may be articulated. 

Ponder, then, that actions taken following your de- 
liberations here will affect the lives and futures not 
only of 22,000 members of the American Academy 
of General Practice, but of some 65,000 other general 
practitioners who either do not desire membership 
or have been unable to obtain membership in the 
Academy. 


GP Volume XVI, Number 3 


24,000 
22,000 
18,000 
Z| 
16,000 
10,000 
= 
= 
2,000 
4 || 1948 1949 1950 1951 1952 1953 1954 1955 1956 
4 YEARS 
st 
NE 


Have Come a Long Way 


As President DeTar mentioned in his provocative 
address, the Academy is represented on all the impor- 
tant bodies concerned directly or indirectly with med- 
ical practice in the American Medical Association, 
and other national health agencies. This is in sharp 
contrast to the condition which obtained just ten 
years ago when the Board of Trustees of the AMA pub- 
lished, in the Journal of the AMA, statements de- 
ploring the move to establish an organization of 
general practitioners and expressing grave alarm over 
what it referred to in thinly disguised words as an 
insurrection within the membership of the AMA. We 
have come a long way, indeed. 

It seems to me, however, that we must ever be 
watchful not to lose our perspective. In this respect 
we should be mindful of the sobering definition of a 
zealot as one who redoubles his efforts when he has 
lost sight of his aim. I would echo the tribute Dr. 
DeTar paid in his scholarly address to the wisdom 
and sagacity of the founders of the Academy who put 
into our constitution the five basic objectives which 
have so eloquently stood the test of time. These five 
basic objectives add up to a corollary set of principles 
upon which the Academy’s entire program rests. In 
the annual reports of the various commissions and 
committees to be submitted to you here today, you 
will find certain assumptions, hypotheses, that, when 
put together, form a kind of creed. I have had occasion 
to refer to these fundamental principles before; it is 
these which have given vitality to the purposes of the 
Academy as set forth in its constitution; it is these 
beliefs that have bound the members of the Acad- 
emy together in a common endeavor. They are five 
in number: 


Objectives Form Creed 


First, a system of medical practice in which both 
doctors and patients are free agents, unfettered by gov- 
ernmental control, will, notwithstanding admitted 
deficiencies, guarantee to the American people the 
finest possible quality of medical care; 

Second, the general practitioner, or family physi- 
cian, is a basic ingredient in our system of medical 
care. In assuming total continuing responsibility for 
the health of the family as a unit, he fulfills a function 
which cannot properly be performed by any other 
type of practitioner ; 

Third, the practice of medicine is a public trust. 
Beyond his obligations to his patients and to his 
profession, every physician owes a duty to society. 
This duty demands that the services of competent 
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general physicians will be available according to the 
needs and wants of the people; ; 

Fourth, every qualified physician should have access 
to the facilities of a hospital in his community, where, 
within the limits of his training and demonstrated 
experience, he shall be privileged to care for his pa- 
tients as a member of the active staff; and, 

Fifth, the profession of medicine is a continuing 
discipline; no physician can keep abreast of scientific 
progress without engaging in sustained postgraduate 
studies. Adequate facilities for such continuation study 
should be made available to every practicing physician. 


Fall Victims to NHS 


Leaders of medicine in America should never forget 
the dismal experience of their colleagues in England 
who, largely because there was no strong body of gen- 
eral practice to serve as a foundation for their system 
of medical practice, fell victims to the National 
Health Service in 1948. They had no comparable 
creed. Now, perhaps too late, the entire profession, 
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specialists and general practitioners alike, are en- 
deavoring to strengthen the foundations of the pro- 
fession by improving the lot of the general practitioner. 
Permit me to quote from an address presented by a 
celebrated specialist, Mr. Dudley M. Baker, in Eng- 
land just a few months ago: 

“The fundamental defect in the National Health 
Service is the present policy of basing it, not upon 
the family doctor, but on the hospital [which, as 
you know, is reserved exclusively for specialists] 
so that patients are led to believe that only in 
hospitals can they obtain expert treatment and 
diagnosis. If this trend continues to grow, it 
may bring about a collapse in the service on fi- 
nancial grounds alone.” 

Mr. Baker goes on then to plead for the institution 
of a program such as has been so successfully launched 
here. He asks for a “rebirth of the old doctor-patient 
relationship, and a restoration of the patient’s confi- 
dence that his doctor will see him through and will 
not relinquish the helm unless it is absolutely neces- 
sary.”” To accomplish this he recommends improved 
diagnostic facilities, more general practitioner beds in 
hospitals, increased facilities for postgraduate study, 
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and improvements in the system of remuneration (i, 
general practitioners. These foreboding words, 0 
of the unhappy experience in England, where doct:, 
are on this very day threatening to strike, should |.- 
a vivid warning to the medical profession as well .; 
to politicians in America. 


Leadership Assured 


Their serious import compels us to reflect upon the 
fact that great responsibility accompanies the impor- 
tant position of leadership the American Academy of 
General Practice has assumed in the citadel of Ameri- 
can medicine. Its position in the world of organized 
medicine is not unlike the position that has been thrust 
upon the United States in the world of nations. We 
have the responsibility of leadership, whether we want 
it or not. 

When you hear the report of the Committee on 
Finance you will note a similarity even in the budgets 
of the United States and the Academy. We, too, are 
finding it increasingly difficult to live within our rev- 
enue. There is so much to be done that the Finance 
Committee faces the difficult task of finding funds to 
finance the many projects, all of which are desirable, 
proposed by the various committees and commissions 
of the Academy. 

It is these 23 standing committees and commissions, 
plus several special ones, which give both form and 
function to the Academy. The enormous scope of 
their activities and the impressive list of accom- 
plishments they have achieved in the year just past is 
presented in their annual reports to this body. 

The inspiring report just presented by the distin- 
guished Chairman of the Board, for example, can give 
only a brief portrayal of the tremendous amount of 
work accomplished by the Board of Directors during 
the year. The activities of the Academy are broader 
in scope than I suspect the average member realizes, 
and it is the arduous task of the Board of Directors 
to supervise and control this entire and complicated 
program. 


Complete Monumental Study 


The Commission on Education has completed a 
vast amount of work during the year. I call your special 
attention to the monumental study on undergraduate 
education for general practice completed by a special 
committee headed by Dr. Sinks McLarty, which is 
the subject of a supplemental report. 

Each year instances of frank discrimination against 
general practitioners in hospitals are becoming fewer. 
Credit for this wholesome fact belongs in one single 
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place, and that is in the Commission on Hospitals 
of the American Academy of General Practice. All gen- 
eral practitioners and all of medicine, to say nothing 
of the patients themselves, have profited thereby. 

The Commission on Legislation and Public Policy, 
the Commission on Membership and Credentials, the 
Committee on Scientific Assembly, and the Insurance 
Committee have carried on sustained activities with 
definite progress toward our basic goals. New honors 
accorded GP magazine, increased circulation, and 
continued praise from its readers are testimony that 
the Publication Committee’s work has not been with- 
out success. 

The chart at the right shows the 23 standing com- 
missions, committees and liaison committees which 
make up the official organization of the Academy. All 
of these are conducting active programs and nearly all 
of them have projected plans for new projects or ex- 
panded activities. This simple fact, it can readily be 
seen, presents to the Finance Committee the perennial 
problem that confronts all appropriating agencies— 
how to carry on essential activities and services with- 
out deficit spending. This difficult but inexorable prob- 
lem is fully explained by Treasurer Charles Martin in 
the detailed report of the Finance Committee which he 
has submitted to you. 


Assess GP Income 


In his report, the treasurer made brief mention of a 
contingent liability figure which appears in the audi- 
tor’s report. He has asked that I explain it more fully. 
Reference was made to a statement that taxes had been 
assessed against the net income of GP for the years 
1951 through 1955; and if sustained, this assessment 
would amount to more than $200,000 for the years 
involved. I should emphasize that this is a proposed 
tax only. The Academy has denied liability. Addi- 
tional counsel has been retained, and the services of 
expert authorities on tax law have been obtained. 
We have every confidence that the Academy’s posi- 
tion will be sustained on the conference level, but 
if the appellate board rules against us, the Academy 
will file a petition at law to have the proposed assess- 
ment set aside. 

Please understand that the Academy’s status as a 
tax exempt nonprofit corporation is not being ques- 
tioned. The Academy is exempt from the payment of 
corporation income taxes by virtue of the provisions 
of Section 501 (c) (6) of the Internal Revenue Code, 
like most other medical associations. The issue arises 
over the interpretation of Section 511 of the Code of 
1954 and proposed regulations of the Treasury De- 
partment Numbers 1.511—12 and 13. 
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Commissions and Committees 


These relate to an amendment to the 1939 Internal 
Revenue Code adopted in 1950 and re-enacted in the 
1954 Code as amended. Final regulations pertaining 
to this section have not yet been approved by the 
Treasury Department; and up until last month no 
case had been decided by the tax court or the federal 
district courts under which the Academy could be 
held liable for tax under this section. The first case 
arising under the section of the statute was decided 
last month by the United States District Court for 
the Southern District of Alabama and the decision 
of the court was favorable to the Academy’s position. 
While the facts in that case and our own are entirely 
dissimilar, the question of law at issue is identical. 
Our case is now in the hands of the Division of Tax 
Ruling of the Office of Chief Counsel to the Com- 


missioner of Internal Revenue. 


“Unrelated Income” Is Issue 


The question relates to the definition of “unrelated 
income” as set forth in Section 512 (a) of the Code. 
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transferred to this new corporation, and certain of jis 
activities carried on within its framework. It would }e 
s given a different name, such as the American Found.- 
£ tion for General Practice, or the American Colleve 


Functional Pian of Headquarters Organization, 
As Related to Basic Academy Objectives 


At the risk of oversimplification, the case may be 
explained briefly by stating that the Academy is en- 
gaged in a business unrelated to its exempt purposes 


by selling advertising space in GP and that the income 


derived therefrom is taxable. The Academy contends 
that its corporate charter as well as its Constitution 
and By-Laws authorize it to publish periodicals and 
that inclusion of advertising in such periodicals is a 
clearly related part of publishing. In other words, we 
deny that we are engaged in an unrelated trade or 
business. We are prepared to defend this position to 
whatever extent necessary to avoid what we regard 
as a thoroughly unjust and unfair tax assessment. 
One can readily see that if the final decision were 
adverse to the Academy, the significance for other 
medical societies, such as the American Medical Asso- 
ciation, would be considerable. 

Following final disposition of this case, counsel will 
give consideration to the possible advantages of cre- 
ating a new corporation which would be exclusively 
charitable and scientific in purpose and thus exempt 
under Section 501 (c) (3) of the Code. Certain of the 
Academy’s assets, including its real estate, might be 
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General Practitioners. This is a matter, however, 
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will be a noble or mean one according to the zealous- 
ness with which we strive for the first of the objects 
the Academy’s founders set forth in its constitution: 
to promote and maintain high standards of the gen- 
eral practice of medicine and surgery. Steadfast devo- 
tion to this aim will bring the Academy to the heights 
of influence and prestige its founders hoped for and 
which the leaders who followed them have so con- 
scientiously striven for. 


New Physician Will Emerge 


In the fulfillment of this destiny, it seems to me, 
there will emerge a new physician of tomorrow. He 
will be synthesized in the crucible of the American 
Academy of General Practice and he will be the proto- 
type of the ideal physician for which the American 
public has expressed a profound desire. 

What kind of a doctor shall this be, this new physi- 
cian who will emerge from the crucible that has been 
heated by the flame of inspiration lighted by the 
American Academy of General Practice? 

Let us look for a moment at some figures compiled 
from the latest Directory of the American Medical 
Association: Out of 219,000 physicians listed therein, 
156,000 are in active private practice. Of these, 69,000, 
or 44 per cent, are specialists, and 87,000, or 56 
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per cent, are generalists. When we compare this with 
figures from the last directory, published in 1950, we 
discover a very interesting fact. Whereas the ratio of 
specialists has increased from 36 per cent to 44 per cent 
in this six-year period, this does not mean that there 
has been an increase in the number of practitioners 
in the major specialties. Further study reveals that the 
increase is due more to the development of new spe- 
cialties rather than to an increasing number of medical 
graduates entering the older specialties. 

For instance, during the period from 1940 to 1945, 
graduates entering the specialty of internal medicine 
increased by only 0.3 per cent and the number enter- 
ing general surgery actually decreased by 3 per cent, 
with a similar decrease in the number entering the 
specialty of obstetrics and gynecology. Thus, it was 
the development of new subspecialties which accounts 
for the increased ratio of medical graduates entering 
specialty practice during this period. 


Demand for Physicians 


A profoundly important consequence immediately 
appears when one analyzes these facts. With con- 
tinued subdivision in the profession, with new sub- 
specialties being created almost every year, an adequate 
supply of competent and well-trained general practi- 
tioners becomes an even greater desideratum in our 
system of medical care. This fact is decreed by our 
social system, in which the family is basic, and in the 
current concept of preventive medicine, in which com- 
prehensiveness is the objective. 

Incidentally, much has been made recently of a 
study completed by Dr. Herman C. Weiskotten and 
published last year in the Journal of Medical Educa- 
tion, from which the figures I have just mentioned 
are quoted, purporting to show that the ratio of med- 
ical graduates entering general practice has consistent- 
ly decreased since 1930. The validity of certain con- 
clusions drawn from this report is so questionable 
that the Academy is planning a survey of its own to 
seek further knowledge on this question during the 
coming year. The Weiskotten report shows a steadily 
increasing proportion of limited specialists for each 
graduating class since 1930. But, that survey was 
made in 1954 and the last graduating class studied 
was the class of 1945. It is not surprising that a high 
percentage of the graduating class of 1945 entered 
specialty training. There were two prime induce- 
ments: It offered the chance for a higher rank in the 
armed forces in a war then occupying the total efforts 
of this country, and it assured deferment from active 
service during the period of specialty training at 
government expense. We are interested in deter- 
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mining whether there was a shift in this trend following 
the war and following the new emphasis upon general 
practice resulting from the Academy program launched 
two years later. 

It is sobering to reflect, it seems to me, upon the 
fact that the quality of this new physician of tomorrow, 
to whom I have referred, and the nature of his practice, 
will be very largely determined by decisions made 
in this Congress. You will be asked at this meeting, 
for instance, to amend the by-laws so that every candi- 
date for membership in the Academy must have as the 


- minimum essential a one-year internship. No “equiva- 


lent” will be acceptable, if you adopt this proposed 
amendment. 

One is safe in assuming, it seems to me, that it is 
only a matter of time until the present equivalent ac- 
ceptable in lieu of formal residency training in general 
practice will be deleted and that every candidate for 
membership in the American Academy of General 
Practice must have completed a one- or a two-year 
residency following internship. 


139 


: 
g 
1 
e 
f 
EXECUTIVE SECRETARY SECRETARIAL 
General Counsel ASSISTANT 
D 
Manage—Annval 
| [STENOGRAPHER] 
] 
3 (Part time onty—Reg GP) 
SECRETARY TELEPHONE OPERATOR 
Ss ASSISTANT DIRECTOR AND RECEPTIONIST 
MEMBERSHIP ENROLLMENT CLERK 
t ADDRESSOGRAPH 2 FILE & TABBING CLERKS : 
SECTION 2 GRAPHOTYPE OPERATORS ; 
: SUPERVISOR 2 UTILITY CLERKS 
x MAIL, SHIPPING 
3 MAIL CLERKS 
‘AND’ SUPPLIES 
secretary 
y | 
> 
‘ 
l 
> 
j 


CIRCULATION < 


ACCOUNTING < 


Assistant 
L___ Assistant 
Assistant Production Manager ‘| 
L_ Clerk 
Advertising Production Supervisor | 
Assistant 
Sales Manager Clerk 


Personnel 
Classification Chart 


Operation 


te Medical Editors | 


Manuscript Editor | 


Space Representatives 


(3) represents a secretary to an executive in most cases with added operational duties 


— Circulation Fulfillment Supervisor | 
Assistant 
Clerk 
Comptroller 
Accountant 
Assistant 
Clerk 


**Job functions presently being handled by one or more other Staff members 


Need Good Definition 


Progress and change is the cynosure of medicine. 
Permit me to quote from an editorial on this point 
which will appear in next month’s GP: ‘Repeatedly 
in committee reports and in articles about medical 
practice, you'll read that what this country needs is a 
good definition of general practice. This seems to im- 
ply that general practice is a static form and that it is 
standardized throughout the nation. There is the fur- 
ther implication that other types of medical service 
can be neatly defined and have nice boundaries. Noth- 
ing could be further from the truth.” 

This editorial goes on, then, to point out that gen- 
eral practice, like other forms of practice, has been 
going through processes of evolution since the begin- 
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ning of medical history. If such change hadn’t take 
place, the editorial concludes, surgeons would still |. 
working in barbershops. 

So, it seems inevitable that requirements for ac- 
mission to the American Academy of General Practice 
will gradually be raised, year after year. 

New directions in both undergraduate, graduate and 
postgraduate training for general practice are almost 
certain to result from the two-year study of general 
practice completed by the Rockefeller Foundation 
with the Division of Health Affairs of the University 
of North Carolina and published last December by Dr. 
Osler L. Peterson, a member of the Rockefeller Founda- 
tion staff and director of the study. This is the most 
intensive study of medical practice in this country 
since the report of the Committee on the Cost of Medi- 
cal Care in 1929. While general practitioners as a 
group may disagree with certain of the conclusions in 
the report, its significance cannot be ignored. You will 
be hearing references to this source material for a long 
time to come. 


Creates a Caste System 


The authors note that, “In the last few decades a 
new note has been injected into the practice situation 
in the United States by the growth of specialization. 
Formalization of training programs for nearly every 
specialty or subspecialty has created a caste system 
within medicine. Only the general practitioner no 
longer has a requisite course of training, a certifying 
board and preferential rate of pay in government 
service. Within the hospital, increasing organization 
and formalization of responsibility have had a tendency 
to exclude the general practitioner from more and 
more fields of medical practice.” 

The authors conclude this observation with the 
admonition that, “It is very important that any action 
taken with respect to general practice should not be 
exclusively negative in character.” It is reassuring to 
know that the American Academy of General Practice 
has a bold and positive program for the solution of the 
problems here stated. The Peterson study reveals a 
direct corollary between the quality of medical prac- 
tice carried on by individuals subjected to the scrutiny 
of evaluation and the length of their graduate training. 
It is the author’s conclusion that the only practical 
way to improve the quality of medical care is to in- 
crease the length of training of practitioners in general 
medicine. This 164-page report contains a vast amount 
of statistical material and clinical conclusions upon 
which these recommendations are based. 

The conclusions of the Peterson study and the 
changes taking place in other fields of practice raise 
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some very serious questions about this new family 
physician of tomorrow to whom I have referred. Our 
studies in the field of public opinion reveal that the 
family physician, who accepts total continuing re- 
sponsibility for the health of the family as a unit, fills 
a deep and instinctive demand on the part of the 
people. The patient says, “I want a doctor who will 
specialize in me.” They want continuity, and they 
want over-all supervision by a personal physician who 
will accept total continuing responsibility for adminis- 
tering, or securing and supervising, all procedures 
required for their diagnosis and treatment. 

But, while changes are taking place in general prac- 
tice, changes are simultaneously going on in other 
fields of medicine. We are told that the subdivision of 
surgery into many subspecialties augurs the disappear- 
ance of the general surgeon as a specialist. This may 
very well be true. In many communities there are un- 
mistakable evidences that this totally unexpected re- 
sult of superspecialization is taking place. The general 
surgeon is yielding his practice to surgical specialists 
on one hand and general practitioners on the other. 


Internists Enter Family Practice 


Meanwhile, a significant change has likewise been 
going on in internal medicine. Internal medicine has 
been divided into a dozen subspecialties. These sub- 
specialists are actually functioning as consultants and 
largely limiting their practice to referred patients, such 
as the internist did a generation ago. But, the specialist 
in internal medicine is not limiting his practice to con- 
sultation or referred cases. He is veering toward the 
function of the family physician, and in many com- 
munities the differences between generalists and in- 
ternists are practically indistinguishable. I call your 
attention to a plea voiced by Dr. M. C. Pincoffs in his 
president’s convocational address to the American 
College of Physicians last year. More and more intern- 
ists, he said, are entering the field of family practice. 
He urged that young men, upon completion of their 
three-year residencies in internal medicine, enter this 
field and broaden the scope of their practice to “be of 
this family physician type, the counselor and advisor 
in times of medical need, supplementing his services 
with those of other specialists and consultants.” This 
sounds very much like our official definition of a gen- 
eral practitioner. Dr. Pincoffs is not alone in his belief 
that the specialist in internal medicine of today is the 
family physician of tomorrow. I think you will agree 
that the significance of these trends for leaders of the 
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American Academy of General Practice, especially 
when they are equated with the findings of the Peter- 
son study, are enormous. 

It is significant also that a new organization, “The 
American Society of Internal Medicine” has recently 
been formed to promote aggressively, on a national 
basis, the economic, social and political welfare of 
internists. 

And so, as I mentioned in the beginning of this re- 
port, it is vitally important that one keep his proper 
perspective in the swiftly moving change of events in 
the social, economic and intraprofessional aspects of 
American medicine. Decisions reached by the policy- 
making body of this second largest medical association 
in the country must be formed in the light of these 
truths. 


Influence Medical History 


Out of these decisions, reached in an atmosphere 
of earnestness, wisdom and intellectual maturity, will 
come progress toward the goals which I mentioned in 
the beginning and which have been referred to by 
other speakers here today. 

In the search for these solutions, which will take 
their place as landmarks in the history of medical prog- 
ress in America, each of you who participates will 
profit, I think, from the free interchange of views with 
your peers. 

And so, I close with a quotation from the annual 
James McKenzie lecture presented by Mr. lan B. 
Grant, president of the College of General Practitioners 
of England in Glasgow last November. In his address, 
Mr. Grant searched the history of medical develop- 
ment in England and considered the peculiar prob- 
lems confronting general practice in that country in 
much the same manner as your officers have done in 
their annual reports to you today. He, too, was en- 
deavoring to picture the doctor of tomorrow and to 
establish a high and honored position for the general 
practitioner in the future of British medicine. He 
mentioned that the coming together of his colleagues 
in the annual meetings of their college was a memor- 
able event in the life of the practitioner. He expressed 
the opinion that the individual member “should re- 
turn to his practice with new knowledge, new friend- 
ship, and a feeling of re-creation.” 

There are a few in this distinguished body, I venture 
to say, whose lives are so rich and so full that they will 
not be made richer and fuller by sharing in the experi- 
ence to which it is my privilege now to invite you. 
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General practitioners are beginning 

to assume leadershup in a field where 

there is distressing need—mental health. 

The following companion articles outline programs 
whereby family doctors can help build 

an emotionally healthy nation. The first was written 
by Mike Gorman, crusading executive director 

of the National Mental Health Committee. 

The second illustrates one 


AAGP state chapter mental health program. 


The General Practitioner: 
Powerful Ally Against Mental Illness 


MIKE GORMAN 


‘THE GENERAL PRACTITIONER is the first line of defense in 
the community against the initial onset of mental ill- 
ness. However, until quite recently he has isolated 
himself from psychiatry, and psychiatry has isolated 
itself from him. Most of the family physicians practic- 
ing today have had little or no training in psychiatry, 
since medical schools ignored the subject in their cur- 
ricula. Because the mental hospital system was out in 
the woods and isolated from the main stream of Ameri- 
can medicine, the family physician felt no responsibility 
for the care of mental patients. As a matter of fact, he 
frequently refused to visit a distant mental hospital to 
treat patients. 

With the advent of the new tranquilizing drugs, the 
situation has changed dramatically. The family physi- 
cian today is probably prescribing more medication 
for disturbed individuals than is the psychiatrist. 

This is a natural development. Dr. Francis Brace- 
land, president of the American Psychiatric Associa- 
tion, pointed out recently that “the key preventive 
agent in the entire mental effort may well be the 
physician in community practice, for the physician 
in general practice sees every segment of the popula- 
tion, every age group, and persons at all economic 
and social levels. In his care of expectant mothers, in 
his obstetric work, in his care of babies and children, 
he may accomplish preventive psychiatry of heroic 
proportions.” 

Echoing the Braceland theme, Drs. Fred W. Lang- 
ner and Robert L. Garrard of North Carolina gave it 
added emphasis in a paper delivered earlier this year 
before the Tri-State Medical Society. 
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Enjoys Strategic Position 


“Psychiatry offers many useful tools with which to 
ameliorate this situation, but it lacks the manpower 
to implement them adequately,” they contended. 
“|, . The general practitioner enjoys several strategic 
opportunities not shared by the psychiatrist. First, 
because of his closeness and position of confidence 
with the families in his community. Second, in the 
treatment of emotional disorders he maintains a posi- 
tion of advantage over the psychiatrist in two signi- 
ficant areas: he is more intimately acquainted with the 
patient’s total environment and he sees the patient 
earlier in the development of the illness. The general 
practitioner has another great advantage in working 
with emotional illness in that he is more apt to talk the 
language of the patient and relatives. He usually 
knows the entire family and is able to ease anxiety and 
tension in other members who are threatened.” 

The North Carolina doctors concluded with a plea 
for increased use of this great medical reservoir: 

**. . Psychiatry is moving out of the mental hospi- 
tals and into the community, and the general practi- 
tioner will practice more and more psychiatry. The 
most powerful and frequently used drug in general 
practice is the doctor himself. None of the miracle 
drugs can hope to prove more powerful than the inter- 
personal relationship between the doctor and the pa- 
tient. This still remains the greatest single tool of 
psychiatry and one which is available to every physi- 
cian. The wise family doctor knew this to be true be- 
fore the word psychiatry was devised.” 

This raises several serious problems. First of all, the 
general practitioner must receive some postgraduate 
training in the handling of emotional illnesses. He 
must know much more about the diagnosis of the 
various mental illnesses, and he must learn the diffi- 
cult art of proper referral to a psychiatrist. 

I want to assure this committee that the general 
practitioner is now eager to receive this training in 
psychiatric skills. I could not have made this state- 
ment a decade ago, or even five years ago. However, 
over the past several years there has been a truly amaz- 
ing demand for postgraduate training in psychiatry. 
On February 5, 1957, I received a letter from Dr. 
Andrew Tomb of Victoria, Tex., chairman of the Ad 
Hoc Committee on Psychiatry of the American Acad- 
emy of General Practice, which summarizes this new 
attitude in the following words: 


New Attitude Emerges 


“We both know that this is something that needs 
attention in 1957 and that our only hope for an 
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emotionally healthy nation is a psychiatrically alert 
group of family physicians,” Dr. Tomb wrote. 

**... There is a great desire on the part of the 
family physician to do more for his patients. The letters 
that you have received from general practitioners from 
all over the nation are proof enough of that.” 

The National Mental Health Committee is therefore 
proposing that the Congress allocate $1,300,000 in 
the coming year to the National Institute of Mental 
Health for training the general practitioner in psy- 
chiatric skills. This proposal is a very modest one. 
For example, it provides for only 100 mental health 
fellowships for general practitioners and only 100 
stipends to enable general practitioners to take a for- 
mal residency in psychiatry. 

Since it is estimated that there are from 50,000 to 
60,000 family physicians in the country, it might be 
argued that this program is only a drop in the bucket. 
We believe the role of the federal government in this 
area is to stimulate state and local efforts. We are con- 
fident states and localities will devote a much greater 
sum to the training of the general practitioner than the 
$1,300,000 proposed for federal expenditure. 

The history of the community mental health clinic 
movement in this country offers solid proof that federal 
stimulation leads eventually to a major portion of the 
costs being taken over by the states and local govern- 
ments. In the first program, 1947-50, the federal 
government was spending $2.00 for every $1.00 con- 
tributed by states and localities. However, during 
1956, the states and localities spent approximately $25 
million for the support of community mental health 
services as against the $4 million contributed by the 
federal government. 


Really a Modest Sum 


Looked at in the light of other federal expenditures 
for training, the proposed sum is a very small one in- 
deed. The Air Force recently estimated that it costs 
about $620,000 to train a B-47 bomber pilot. The cost 
of the entire general practitioner training program, 
then, would roughly equal the cost of training two 
B-47 pilots. 

An explanation of the budget proposals for the train- 
ing of the general practitioner is given below: 

The following areas of support, but not the specific 
budget proposals, are adapted from a series of special 
recommendations developed at a joint meeting of the 
Ad Hoc Committees of the American Psychiatric As- 
sociation and the American Academy of General 
Practice: 

Mental health fellowships for general physicians 


would provide three months of intensive training in 
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established psychiatric centers. Stipends to 100 general 
practitioners at $1,800 each would amount to $180,000; 
grants to teaching centers for additional faculty, etc., 
would total $100,000, with the total expenditure for 
the general practitioner training program amounting 
to $280,000. 


Ninety-day Course Valuable 


During World War II, the armed services, faced 
with a critical shortage of psychiatrists, developed a 
90-day course for the training of general practitioners 
and other MD’s in limited psychiatric skills. Many 
doctors have testified that this training has been in- 
valuable in their present-day handling of the emotional 
problems of patients. The proposed item would revive 
this highly important program, since we are still faced 
with a critical shortage of psychiatrists. 

Stipends would enable general practitioners to take 
the required three-year residency leading to certifica- 
tion as psychiatrists. With an average stipend of $4,200 
a year for 100 general practitioners, this would amount 
to $420,000. 

Dr. Daniel Blain, medical director of the American 
Psychiatric Association, has estimated that it will take 
20 years to double the present number of psychiatrists, 
but we need, according to APA standards, twice that 
number right now. 

The basic pool of prospective psychiatric residents 
is limited totally to medical school graduates; the M.D. 
degree is a prerequisite to specialization in psychiatry. 
Even if the medical schools are able to increase ap- 
preciably their enrollments, these gains will be nullified 
by the rapid increase in our population. Consequently, 
we must widen the basic pool from which we draw 


psychiatrists. 


One Hundred Could Apply 


Under the National Mental Health Committee pro- 
posal, 100 general practitioners who want to become 
psychiatrists would apply to the National Institute of 
Mental Health for career fellowships. Since the NIMH 
already awards a considerable number of advanced 
training stipends in the various psychiatric disciplines, 
it has developed the basic mechanisms for this type 
of program. Under the plan, stipends would be granted 
on the following basis: 

General practitioner with two years’ experience, 
$3,600 a year. 

General practitioner with four years’ experience, 
$4,200 a year. 

General practitioner with six years’ experience, 
$4,800 a year. 
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The average stipend would probably be $4,200 « 


“year. 


This career stipend would be added to the regula: 
residency stipend which the general practitioner woul: 
receive from the institution giving him the training. 
For example, if the training institution paid him $3,600 
a year, the average stipend under the career progran: 
would bring this up to $7,800 a year. While not a 
princely sum, it would probably keep the general prac- 
titioner and his family close to the black side of the 
ledger. 

How would the country benefit from this kind of 
program? First of all, a direct benefit would come from 
the provision that a general practitioner so trained 
would be required to devote at least two or possibly 
three years to work in a public psychiatric facility. 
This facility could be a mental hospital, a community 
mental health clinic, a psychiatric unit in a general 
hospital, etc. 


Personnel Shortage Overwhelming 


But beyond this period of required service, the 
major gain would be enormous. The greatest single 
bottleneck to progress in the fight against mental ill- 
ness is the shortage of trained psychiatrists. For ex- 
ample, this committee has been most generous in its 
appropriations for the support of psychiatric research. 
As we accumulate new therapies to treat mental ill- 
ness, we are faced with the cruel dilemma of not having 
enough psychiatrists to apply this newly found knowl- 
edge to the mentally ill of our nation. To quote Dr. 
Blain again: 

‘The problems of personnel shortages in psychiatric 
services are so overwhelming, so well known and so 
frustrating that they seem to threaten the very pos- 
sibility of progress. For lack of manpower, whole pro- 
grams lie in abeyance; facilities are hopelessly over- 
taxed, and some are closed to new admissions. Waiting 
lists are static. Key positions in our field, such as com- 
missionerships in the states, superintendencies of 
mental hospitals, directorships of psychiatric clinics, 
stand vacant for months and even years.” 

The National Mental Health Committee proposes 
that ten experimental projects in the training of the 
general practitioner be supported at a level of about 
$50,000 each. 


What the General Practitioner Expects 


When we talk about the training of the general 
practitioner in psychiatric skills, we venture into an 
area where little is known and a great deal must be 
learned. In the scores of letters I have received from 
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Fiscal 1958 


Fiscal 1957 Administration Citizens 
Appropriation Estimate Request 
Grants 
Research grants $11,426,000 $10,902,000 $10,902,000 
Research fellowships 647,000 647,000 647,000 
Training grants 12,000,000 12,000,000 13,200,000(1) 
Grants for detection, diagnosis, and other preventive and control services 4,000,000 4,000,000 4,000,000 
Direct Operations 
Research 4,940,000 5,324,000 5,324,000 
Review and approval of grants 502,000 541,000 541,000 
Training activities 101,000 78,000 178,000 (2) 
Professional and technical assistance 1,227,000 1,273,000 1,273,000 
Administration 354,000 452,000 452,000 
Total $35,197,000 $35,217,000 $36,517,000 


3 (1) Includes $1,200,000 in grants for the training of the general practitioner. 
(2) Includes $100,000 for educational materials in the training of the general practitioner. 


national and state officials of the American Academy 
of General Practice over the past year, there have been 
innumerable suggestions as to what the general prac- 
titioner expects in the way of training in psychiatric 
skills. 

Here are just a few of the suggestions taken from 
these letters: 

1. The proper diagnosis of the various psychiatric 
ailments encountered by the general practitioner in his 
daily practice. 

2. Information on the types of patients who can be 
handled satisfactorily by the family doctor in his own 
office. 

3. What patients must of necessity be referred to a 
psychiatrist and what are the effective techniques of 
referral. 

4. The proper use of the tranquilizing drugs, includ- 
ing information on what types of patients they should 
be given to. Also basic data on proper dosages, the 
handling of side effects, etc. 

5. The role of the family physician in caring for 
patients discharged to the community from mental 
hospitals. For example, in a rural area where there are 
no psychiatrists, how can the family physician be 
equipped to treat mental patients who otherwise might 
lapse back into the mental hospital ? 
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Academy Members Advise 


How can we impart these skills to the family physi- 
cian? Again, there are innumerable suggestions as to 
the best training procedures. Dr. D. W. McKinlay, 
chairman of the Commission on Education of the 
American Academy of General Practice, writes me 
“that to accomplish something real, postgraduate 
courses of at least a week or more should be made 
available on a very wide and continuing basis.” Dr. 
Jesse D. Rising of Kansas City, a member of the same 
commission, suggests “grants of money to medical 
schools for the purpose of securing topnotch teachers 
for programs which will be attended by general physi- 
cians, both general practitioners and internists, and 
probably many others.” 

Dr. John S. DeTar of Michigan, past president of 
the Academy, stresses the point that “the postgraduate 
medical education of the family physician must include 
a great deal of educational material on the subject of 
mental illness.” 

A number of Academy state chapter officers tell me 
that most family physicians are too busy caring for the 
sick to take a week or two out of their practice; they 
suggest an hour or two a week of instruction over a 
long period. 
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| Suggests Training Projects 


It will be valuable to explore many of these ap- 
proaches during the next few years. For that reason, 
the National Mental Health Committee suggests the 
following as just a few of the training projects which 
might be set up: 

1. A training course for general practitioners con- 
ducted over a period of at least one week. This should 
probably be undertaken by a department of psychiatry 
in a medical school, with the full cooperation of the 
state Academy of General Practice. 

2. A three-day postgraduate training course con- 
ducted at one of the large public mental hospitals, 
federal or state. The hospital selected would have to 
be one with an unusually fine staff. 

3. A training course conducted by state chapters 
of the Academy. A number of state chapters have re- 
cently formed committees on mental health, and these 
committees could be given the responsibility for the 
training courses. It will be necessary for these com- 
mittees to pay psychiatric faculty recruited for the 
training programs. 

4. A pilot training program conducted in a com- 
munity mental health clinic. A mental health clinic, 
which frequently treats hundreds of patients on an 
outpatient basis in the course of a year, is an ideal 
training ground for the general practitioner. At such 
a clinic, he will encounter most of the problems he is 
likely to see in his practice of family medicine. Upon 
completion of such training, he can be an invaluable 
ally in the treatment program of the clinic. 


5. A pilot program using the general practitioner 


in the followup of discharged patients from menta! 


hospitals. More than 250,000 patients are discharge! 
each year from our state mental hospitals alone, yei 
the great majority of them are not followed up in the 
community. In a pilot project of this kind, the mentai 
health committee of either the Academy’s chapter or 
the state medical association would be the organiziny 
body. It would draw up a list of all general practi- 
tioners willing to undertake treatment and counseling 
of mental patients discharged into the various com- 
munities. Mental hospitals would turn over to these 
physicians all data on treatment received by the pa- 
tients while institutionalized, and the physicians, in 
turn, would keep the hospitals informed on subsequent 
progress of the patients while treated in the com- 
munity. A recent limited experiment along these lines 
has been started by the mental health committee of 
the Washington State Medical Association. 

In the education of the general practitioner, the 
National Institute of Mental Health must play a leading 
role. Its major contribution would be the development 
of suitable training materials for the various training 
courses designed for the general practitioner. These 
would include suggested course outlines, training films, 
newsletters, etc. In addition, the institute should be 
charged with the responsibility of developing statistical 
data on the role of the general practitioner in mental 
illness. This should include material on the amount 
of emotional illness seen by the family physician, drug 
usage, referrals to a psychiatrist, rehabilitation of the 
patient and other pertinent information. 


New Standard Nomenclature Out 


THE LATEST EDITION of the Standard Nomenclature of Dis- 
eases and Operations, published by the AMA, is now avail- 
able. Used by more than 85 per cent of American Hospitals, 
it has wide foreign distribution, private usage, as well as use 
in medical clinics, medical schools and libraries, and even 
for indexing medical motion pictures and literature. 

The Standard Nomenclature is similar to the Dewey 
Decimal System used in libraries. By a series of numbers it 
narrows a term down from a broad category to a specific part 
of the body, tells what is wrong and what caused it. The 
numbers on the left side of the hyphen show where the dis- 
ease is; those on the right show what caused it or what type 
of operation was or should be performed. Thus dermato- 
phytosis (112-211) reading as the numbers accumulate: 1 
means diseases of the integumentary system; 11, the skin 
proper; 112, specifically the epidermis; -2 the diseases or 
infections due to fungus or animal parasites ; -21, the hypho- 
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mycete group of fungi, and -211 the particular fungus, 
Trichophyton. Together they spell dermatophytosis. 

With this system there is little margin for error. With 
other systems diseases can become confused or poorly 
recorded. This is particularly true of diseases which are 
named after the men who discovered them. To avoid this 
confusion the Standard Nomenclature has ruled out epo- 
nyms. It therefore names diseases by the site they affect 
and by what causes them. 

The book has cut down the number of terms the doctor 
needs. There are more than 2,000 terms that refer to tumors 
—many inaccurate or duplicating. Only 210 are preferred 
and these are all that appear in the Nomenclature itself. All 
others are listed in the index with a reference to the pre- 
ferred term. 

The book has been revised five times since it was first 
published in 1933. In the 1952 edition there were more 
than 5,800 changes and with this latest edition many more 
have been added. 
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A Mental Health Program 
for a State Chapter 


NORMAN R. BOOHER, M.D. 


Tue INDIANA CHAPTER of the American Academy of 
General Practice has organized a mental health pro- 
gram that is well under way in Indiana. The chapter 
realizes that it is entering a new and untried field, but 
it is our opinion that this is one of the greatest fields 
for development in American medicine, and one for 
which there is the greatest need. 

As one of the original states forming the Academy, 
the programs of the Indiana chapter have been devel- 
oped along lines similar to most of the older chapters 
of the Academy. As in many chapters across the na- 
tion, our programs have been designed to improve the 
members themselves and, through this improvement, 
the medical service they are able to give their patients. 
This is not selfish motivation, but it has not carried 
with it the idea of strictly community service that per- 
haps we are now ready to embrace. 

Fortunately, the last four years in this state have 
been marked by improvements in the state mental 
health facilities and programs. Four years ago, there 
were 17,000 patients in mental institutions. The in- 
stitutions themselves were probably about average, or 
even above average, for the entire United States, but 
persons familiar with the picture recognized that they 
left a great deal to be desired. 


Patients Are Forgotten 


Patients were being admitted to the mental hospitals 
and, because of serious deficiencies in personnel and 
lack of definitive treatment, they might well be said to 
have been forgotten. Ingress to the institutions far ex- 
ceeded the egress, and in the minds of doctors and 
laymen alike, patients virtually vanished from the face 
of the earth when they were admitted to state mental 
institutions. 

Private institutions were struggling to make their 
facilities adequate and available at a cost that could 
be met for persons able to pay for mental illness. It 
has become more and more apparent that to the average 
citizen a diagnosis of mental illness usually means auto- 
matic medical indigency. 

Among the programs created by the state govern- 
ment, is a new one in which nonpsychiatric physicians 
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“Patients virtually vanished from the face of the earth when they 
were admitted to state mental institutions.” 


visit state mental institutions. Perhaps the most sig- 
nificant of all the new programs, however, is a home- 
town care program in which qualified patients are being 
furloughed from mental institutions. They are beirig 
cared for at home under rather general supervision of 
the state institutions and at the hands of their own 
family physicians. The state has established three com- 
munity psychiatric clinics in the last two years, and 
numerous new psychiatric research programs have 
been instituted. 

Officers of the Indiana chapter, in deciding to set up 
a mental health program, thought that the family care 
program offered a great opportunity to our members 
and to the generalists of the state to engage in clinical 
mental health work. They also recognized the limita- 
tions of Academy members in handling mental pa- 
tients. 

Experience elsewhere has shown that cooperation 
between psychiatrists and family physicians has led to 
very fruitful experience for physicians and patients 
alike. For the generalists, it has led to broader under- 
standing of all psychiatric problems, and of their 
treatment. It also has led to the psychiatrists’ recogni- 
tion of the great contribution the family physician can 
make to this type of patient. 
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Chapter Outlines Program 


After a great deal of research and consultation with 
groups on local and national levels, the Indiana chapter 
set up a special study committee to recommend a pro- 
gram. This program has finally evolved and in April 
was unanimously approved by the Indiana chapter’s 
House of Delegates. The salient points are: 

1. Postgraduate training of general practitioners in 
mental health. This will be accomplished by post- 
graduate classes preceding state medical meetings and 
by presentation of mental health subjects on our present 
local level postgraduate courses called ‘‘Road Shows.” 
It will also seek to have county medical society pro- 
grams include some hours on the subject. 

2. A definitive effort on the part of this chapter to 
work out an active program which will help keep men- 
tal patients, in need of domicilary care only, out of 
state hospitals. 

3. The establishment and continuation of close 
liaison between the general practitioner and the patient 
referred to the state hospitals. This is to be accom- 
plished by getting the state Mental Health Division 
to help elicit the interest of general practitioners in 
their patients who are committed to state institutions. 
It will also consist of an effort to get general practi- 
tioners on the active staff of mental institutions as 
part-time physicians. This will, in part, offset the 
shortage of psychiatrists and will also provide better 
general health service for mental hospital patients than 
has been possible in the past. 

4. A determined effort, on the part of the Academy, 
to get patients released from mental institutions re- 
ferred back to the general practitioners in their own 


communities in order that they may have continuit: 
with their treatment in the mental hospital. We a: 
asking that the general practitioner be supplied wii | 
a case summary for each patient, that he be give: 
progress notices while the patient is in the hospita. 
and that the doctors all be made familar with admi:.. 
sion and readmission procedures. 

5. Postgraduate courses at the Indiana University 
School of Medicine sponsored jointly by the Indiana 
Academy of General Practice, the Mental Health 
Division of the state of Indiana and the teaching staff 
of the medical school. 

6. Audio-visual aids to be made available to all 
medical organizations. 

7. Urging establishment of limited facilities in every 
general hospital to allow the admission of psychiatric 
patients to these hospitals. 

8. A determined effort to get some psychiatric care 
incorporated in health insurance policies, and then an 
effort to help sell these policies to the public. 

9. A determined effort to get all physicians to direct 
the care of children who are mentally disturbed so 
that they may be prevented from becoming psychiatric 
invalids. 

Our chapter hopes that the general practitioners of 
Indiana can take the lead in bringing such a program 
to our state and that physicians of other states will 
become interested as the program develops. 

We realize that in our initial program we have not 
embraced all facets of this tremendous subject. How- 
ever, we believe that in making this start we will be 
able to develop an acceptance for our program which 
will have widespread community service connotations 
and will bring very real benefits to our members. 


G.P. Specializes in Patient 


IN TODAY’S COMPLEX WORLD of medicine, it’s a wonder any 
doctors try to keep up with it all. It’s undoubtedly easier 
for a doctor to specialize, keeping abreast of developments 
in one field and restricting his practice closely to what he 
knows best. 

Fortunately, there are doctors who haven’t done that; 
doctors who believe they should be capable of treating the 
whole person, calling for help only when they encounter 
problems they aren’t qualified to handle. 

They are the general practitioners, also known as family 
doctors. Their statewide organization is beginning a two- 
day meeting of postgraduate study in the Daniel Boone 
Hotel today. 
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The family doctors don’t have to seek the aid of special- 
ists as often as might be supposed, and a glance at their 
weekend study program shows why. Noted specialists from 
a dozen medical schools will be sharing their knowledge 
with the G.P.’s. 

With instruction courses like that, supplemented by 
study of medical journals the year around, it isn’t surpris- 
ing that the family doctor can handle more than 80 per cent 
of the cases that confront him. 

He comes closest to fulfilling the wish of the patient who 
said: 

“I want a doctor who specializes in me.” 

—Charleston Gazette, May 4, 1957, p. 6. 
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Your Child or Mine. By O. E. Hood. Pp. 180. Price, $3.00. Harper 
& Brothers, New York, 1957. 


Your Child or Mine is an absorbing story written by a 
psychologist-teacher about brain-injured children. He 
writes it simply and well, on the basis of his experience 
with such children for a number of years. 

By the brain-injured child, Hood means the child with 
some brain injury due to either disease or trauma before or 
after birth. He believes that the type least understood is 
the pleasant appearing child with this formidable, hidden 
handicap. 

Types of brain-injured children studied in the Institute 
for Child Study at Los Angeles are: (1) apparently nor- 
mally intelligent but with behavior problems (2) normally 
intelligent but with epileptic seizures and behavior dis- 
orders (3) nervous, compulsive, borderline, dull or back- 
ward, and (4) severely injured, unable to guard against 
common physical dangers. 

Hood believes it is often impossible to classify and segre- 
gate the hopeful from the hopeless with intelligence tests 
alone. He believes that “until medical research techniques 
with properly trained professional teams are made a part of 
public school services, we will not know in many cases 
whether we are working with a deeply distrubed normal 
child or a brain-injured child with normal potentialities.” 
He states that there are two and one-half million brain- 
injured children in the United States and estimates that 15 
per cent of all juvenile delinquents are suffering from un- 
discovered brain injuries. 

Hood believes that too often these children are mis- 
handled, even in schools that have as a primary objective 
the teaching and care of the mentally defective child. He 
lists eight general types of schools, from the wealthy, 
country club type, to the state schools, private schools and 
one-man schools. He thinks that a man must have a mis- 
sionary-like zeal to take on 24-hour-a-day care, training, 
teaching, properly medicating and injecting enough of self 
really to help these children. 

The book is sprinkled with stories and personal his- 
tories of children from all the groups mentioned. It is 
written in 'a fascinating style and actually is too entertain- 
ing to put down once you start reading. 
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Practitioner's Bookshelf 


This is not a book that will help you solve problems in 
your practice, nor will it advance your medical knowledge. 
However, it may stimulate you to think more about one of 
the serious problems that we face today. 

—ARTHUR N. Jay, M.D. 


Clinical Urology, vols. 1 ¢> 2, 3rd ed. By Oswald Swinney Lowsley, 
M.D. and Thomas Joseph Kirwin, M.D. Pp. 464 (vol 1) and 
985 (vol. 2). Price, $32.50. The Williams ¢ Wilkins Co., 
Baltimore, 1956. 


Tue First edition of Clinical Urology appeared in 1940° 
and a second volume in 1944. This third edition is almost 
entirely a new book—two volumes, profusely illustrated in 
black and white and color by William P. Didusch, famous 
urologic artist. 

Chapters I to V take up general diagnostic procedures of 
urology: history-taking, and physical examination, urin- 
alysis, renal function tests, instrumental examination and 
roentgenography. 

Chapter VI discusses anesthesia in urology. Chapters 
VII to XXXIV take up the organs of the urogenital tract in 
the anatomic sequence from without inward. A chapter 
(XXXV) on chemotherapy and antibiotics in the treatment 
of urogenital infections completes the book. 

The surgical aspects of urology are given particular 
attention. Techniques are superbly illustrated by the artist 
in step-by-step fashion, largely eliminating lengthy de- 
scriptions of operations. 

This third edition, of two volumes, is a fitting monument 
to Dr. Lowsley’s lifetime of work in this field. Coauthor of 
all three editions, he died shortly after reading galley 
proofs on this edition. 

These volumes well serve as a complete textbook for stu- 
dents, interns and residents and are an excellent reference 
for urologists and all who do general surgery. 

—U. R. Bryne, M.D. 


Medical Services for Rural Areas, The Tennessee Medical Foundation. 
By William A. Massie. Pp. 68. Price, $1.25. Harvard Univer- 
sity Press, Cambridge, 1957. 

THE AUTHOR has attempted in a 68-page, well-written book 

to tell the story of a 30-month program in bringing better 

health services to a group of communities in rural Tennes- 
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see. He points out that this vast operation would have | ven 
almost impossible if it were not for the well-organized ‘| en- 
nessee Medical Foundation. 

The author, Mr. William A. Massie, formerly field s¢ cre- 
tary of the Tennessee Medical Foundation, was well quali- 
fied to write this book. 

It is easy to read, profusely illustrated with pictures of 
the communities involved and the medical facilities that 
were built. There are also two colored maps of the area on 
the inside of the front and back covers. 

In my opinion, this book is a challenge to the general 
practitioner who practices rural medicine. It should also be 
read by every medical student aspiring to general practice, 
because it will remove his reluctance to accept isolation 
from the medical and social enviornment in which he was 
trained. Finally, anyone interested in bringing better health 
services to a rural area should read this book because the 


modus operandi is there. —G. W. Karetas, .p. 


Personality, Stress, and Tuberculosis. By Phineas J. Sparer, M.D. 
Pp. 629. Price, $12.50. Published by the International Univer- 
sity Press, Inc., New York, 1957. 


Tuis Is an exhaustive study of the personality problems 
encountered in handling the tuberculosis patient. Dr. 
Sparer, editor of this book, has brought out some of the 
outstanding clinical and research thinking to present every 
conceivable psychologic and psychiatric problem one might 
encounter in handling this disease. There is, in fact, one 
chapter written by Dr. Robert A. Davison, head of the 
department of general practice at the University of Ten- 
nessee. 

I believe that in a careful reading of this book, the gen- 
eral physician will find a great deal of information regard- 
ing the tuberculosis patient; but there is also much com- 
mon sense psychiatry that would be of untold benefit to 
him in handling his other cases. I expect this is just the 
beginning of a series of books giving special consideration 
to the personality problems involved in many other debili- 
tating diseases. 

The book is excellently organized and consists of a series 
of individual articles by outstanding men in their particular 
field. The first of four parts is given to basic considerations, 
including an excellent chapter by Dr. Hans Selye on “Re- 
cent Progress in Stress Research with Reference to Tuber- 
culosis.”” The second part of the volume is given to clinical 
applications, the third is devoted to special problems, and 
the fourth, a summary and an actual recommendation of a 
program. 

Dr. Sparer and his associates have created a monumental 
work because they have kept in front of them the fact that 
in addition to the germs, the chemotherapy, the bed rest 
and the advice, there is still a human individual involved in 
this disease. In this day of more and more chemotherapy 
and the more rapid ambulation and return from the hospital 
of the tuberculosis patient, the burden of care is inevitably 
going to be in the hands of the family physician. I do not 
believe any physician can intelligently treat his tuberculosis 
patient without paying a great deal of attention to the con- 
tents of this book. —ANprEW S. Toms, M.D. 
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X-ray Technology. By Charles A. Jacobi and Donald E. Hagen. 
Pp. 410. Price, $9.75. C. V. Mosby Co., St. Louis, 1957. 


THis BOOK was written by x-ray technicians primarily for 
students in training to become x-ray technicians. It is based 
on an outline of notes used in teaching the course in x-ray 
technology at Oregon Technical Institute. It covers the 
entire field of general radiography, including some 60 
pages on electricity and matter, x-ray physics and circuits, 
darkroom technique, chemistry and ethics. The remainder 
of the book deals with positioning, each anatomic section 
being preceded by a discussion of the anatomy involved. 
The section on special techniques is quite brief, but ad- 
equate for the book’s purpose. A final short section on 
electrocardiography and basal metabolic rate estimation 
seems harmless but unnecessary. There is a good glossary 
of radiographic terminology. 

Each section on positioning includes a photograph of the 
part in the proper position, a sample of the radiographic 
factors to be used and a reproduction of the radiograph. 
This method of teaching is used by others. As a matter of 
fact, the majority of the illustrations were reproduced from 
Merrill’s Atlas of Roentgenographic Position. The reproduc- 
tions are excellent, the text quite readable. 

This method has proven most satisfactory in teaching, 
It should be of considerable value to the general practi- 
tioner, more particularly to his x-ray technician whose 
training has at times been brief and who has fewer oppor- 
tunities to perform many of these examinations than the 
x-ray technician in a hospital department or radiologist’s 
office. 

—ArTHuR B. M.D. 


Student's Handbook of Surgical Operations, 10th ed. Revised by 
Sir Cecil Wakeley, Bt. Pp. 584. Harper & Bros., London, 1957. 


THIS PUBLICATION is an old friend, read by surgeons the 
world over, studied by students in America and abroad. 
This edition brings former publications up to date by add- 
ing new procedures, altering the text as additional discov- 
eries have been made. 

New sections have been added dealing with thoracic sur- 
gery, pyeloplasty, suprapubic cystostomy and spermatocele 
operations. Newer techniques on dealing with hemorrhoids 
and varicose veins have been added. A new chapter on 
ligatures and sutures has also been included. The book is 
full of sound techniques and advice to both surgeon and 
student. It is heartily recommended as a ready reference. 
It is easy to read and is a reliable guide in the surgical pro- 


cedures described. —M. B. CasEBoLT, M.D. 


4A.M.A. Clinical Abstracts of Diagnosis and Treatment. By J. 
Phillips Frohman, M.D. Pp. 564. Price, $5.50. Intercontinental 
Medical Book Corp., New York, 1957. 


Tue eprror, who is well qualified for his task, has attempted 
to assemble the clinical abstracts on diagnosis and treat- 
ment appearing in the Journal of the American Medical 
Association during the past year. His purpose has been to 
assemble all of these abstracts under one cover as they 
relate 'o certain organs or diseases, regardless of the med- 
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sleepers 


@ One way of beguiling sleep is to keep eyes 
open in the dark. With nothing to see, the 
eyes accommodate to infinity and it is 
difficult to keep them open. The eyelid- 
closing reflex strengthens, and sleep often 
occurs. 


@ An invention to facilitate sleep: the 
automatic crib vibrator. This is designed to 
help mothers and fathers, as well as babies, 
to sleep. 


@ The hypothalamus is suspect as the 
probable center of sleep paralysis—a disorder 
in which temporary paralysis overtakes the 
voluntary muscles after sleep. Repeated mild 
insulin-induced hypoglycemia brought one 
patient complete remission for 9 months. 


When patients must sleep, try LOTUSATE,® 
Winthrop’s newest, dependable intermediate- 
acting hypnotic. In 15 to 30 minutes it 
induces sleep—sleep that lasts a good 6 to 

8 hours. The different shape, size and color— 
slender purple Caplets®—are not easy for 
patients to recognize. They appeal to those 
who resist “sleeping pills.” Whenever 
slumber is elusive, prescribe Lotusate. This 
new somnifacient offers sure, sound sleep, 
closely resembling the natural, without 
lethargy. 


LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U. S. Pat. Off. 


ical specialty from which they originated. These abstra: ‘5 
represent the efforts of the editors of the JAMA and i:3 
staff in selecting articles from more than 1,200 leadi.g 
medical periodicals published all over the world. They «re 
condensations of the articles selected by this staff and a:e 
taken from the JAMA section entitled ‘Medical Literature 
Abstracts.” 

Dr. Frohman has endeavored to present these abstracts 
by commonly used clinical systems of the human body and 
believes it will give specialists and generalists alike a ready 
reference to this material. 

The author has done a very creditable job of compilation; 
and although all of the multiple abstracts appearing in the 
JAMA have been condensed, he does not attempt to edi- 
torialize or change them. Therefore, the material must be 
judged on its merit. However, it does present a unique way 
of bringing valuable material together and might well make 
a very handy adjunct for review by the specialist and gen- 
eral practitioner alike. 

This book probably will not be bought in quantity by 
general practitioners, as it will require careful perusal much 
the same as the weekly JAMA. However, it will save time 
on specific subjects. —Norman R. Boouer, M.D. 


Getting Ready for Parenthood. By Mario A. Castallo, M.D. Pp. 
192. Price, $3.95. The Macmillan Co., New York, 1957. 


Tuis Is a practical up-to-date guide for prospective mothers 
and fathers and shows a great deal of careful thought in its 
preparation. 

This book accomplishes its mission in all of its phases. 
The knowledge that the mother obtains from reading it 
will not only allay many fears but will enlighten her in co- 
operating with her physician, both prenatally and post- 
natally. It will also aid the husband in understanding the 
physiologic and psychologic processes of pregnancy, the 
importance of carrying out the doctor’s orders and of recog- 
nizing symptoms that are abnormal. This will relieve mental 
strain and will make him a more helpful father and husband 
when the mother returns home. 

The illustrations are clear and well presented and the 
text interesting and readable. 

The book should be in every general practitioner’s wait- 
ing room and is recommended to all prospective mothers. 

—R. ADELAIDE DRAPER, M.D. 


Alcoholism as a Medical Problem. By H. D. Kruse, M.D. Pp. 102. 
Price, $3.00. Harper ¢ Brothers, New York, 1956. 


SINCE ALCOHOLISM is a disease of the people, it automatically 
follows that it is a disease in which the family physician 
must always be alert and well informed. This volume goes 
farther than just pointing out the known facts about this 
disease and stimulates some great interest in things we do 
not know about it. There is an attempt to present the argu- 
ments for those who take the view that there is organic 
background in the etiology of alcoholism, those who believe 
there is a psychodynamic production of this disease, and 
those who insist that there is a behavioristic view concern- 
ing the etiology. 

There is likewise a presentation for those who take the 
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attitude that this disease has a sociologic etiology. The 

briefs for each of these basic concepts are presented in 

: considerable detail. 

Unfortunately, most of the book is devoted to these argu- 
ments and only two or three pages to the evaluation of 
treatment. I am certain that this is intended as a prelimi- 
nary to further studies. The family doctor who wishes to 

know what he is going to do for Mr. A who is sick today 

will find little specifically in this volume. But as a beginning 

. survey of one of our major public health problems, it offers 

considerable information. —Anprew S. Toms, M.D. 
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Modern Therapy in Neurology. Edited by Francis M. Forster, M.D. A . —- for sleep— 
Pp. 792. Price, $12.00. The C. V. Mosby Co., St. Louis, 1957. w 


THE APPEARANCE of a book devoted to therapy marks a 
significant advance in medical neurology. People working 
in that field have long been admired for their scholarly ap- 
proach to diagnosis, but they have seemed to others to 
have little to offer in the way of treatment. Clearly, Modern 


y Therapy in Neurology changes that picture. 

’ This book was written by men who are outstanding in 

P neurology. As author of the chapter on treatment of 
epilepsy and as editor, Dr. Forster has set a fine pace for This is Winthrop’s newest intermediate- 
his collaborators. ick Jabl 

‘ The format has great appeal. Each chapter begins with a SA 18 to 30 
table of contents and ends with a highly satisfying list of Se pe , > 

. references. Background material on etiology, classification | = ; [a minutes, its action lasts 6 to 8 hours. 

8 and diagnosis is included, but these portions of the book api a Different in size, shape and color, 
are brief and are printed in smaller type. This sets them off | ‘lable 

. nicely from the larger portions of the text that deal with 3 oh a 

treatment. Caplets®—120 mg. (2 grains). 

x In general, the editor’s work has been skillfully per- lS 5 . 

formed. There are few contradictions, and repetition 

“ has been largely avoided. In some of the statements about OSE | 

a infectious diseases of the nervous system, the reader may om ! 

a gain the impression that neurologists have something to ag | 

: gain by freer exchange of information with other experts in . 2.5.9 Adult somnifacient dosage: 1 Caplet 15 


the treatment of infections. However, this criticism is ap- 
plicable only to comparatively minor segments of the text. 
” All in all, Modern Therapy in Neurology is an impressive 
contribution and will serve as a valuable reference book for 
physicians in all types of practice. 

—Huceu H. Hussey, 


to 30 minutes before retiring. 


Lotusate is also available in 50 mg. 
(34 grain) and 30 mg. (1% grain) 
Caplets for sedative uses. 


Physical Examination in Health and Disease, 2nd ed. By Rudolph H. 


2. Kampmeier. Pp. 774. Price, $9.50. F. A. Davis Co., Phila- new somnifacient 
delphia, 1957. brings sleep— 

ly IN THE PREFACES to both the first and second editions of this ° 
an book, Dr. Kampmeier discusses the “need” for new texts without letharg y 
- and new editions of texts in physical diagnosis. Just as 
us there is no “need” for a new biography of Abraham Lin- 
do coln, the preparation of a textbook is not dictated by a ‘ 
4 need, but rather by development of new viewpoints by a uithnop LABORATORIES 
- teacher. New York 18, N. Y. 
- The viewpoints of this author have led to some depar- 
nd tures from the styles of other books on physical diagnosis. 
acl Each general body area is discussed at length as to normal 

findings. After each of these sections, the findings in dis- 
the €ase are discussed. This technique of presentation leads to Lotusate (brand of talbutal) and Caplets, tratiemarks reg. U. S. Pat. Off. 
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urinary retentionand cardiovascular effects.** 
Bentyl is effective... even where other anti- 


fail." 
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(dicyelomine) Hydrochloride. BENTYL with 
Phenobarbital adds 15 mg. phenobarbital to the 
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GA 2 caps./2 teaspoonfuls syrup, t.i.d. before 
Jorafter meals. If necessary, repeat at bedtime. 

.7 20 mg. Tabs. with Phenobarbital contain 
Lik mg. BENTYL, 15 mg. phenobarbital. 

elf Adults—1 tab. tid, and at bedtime, if needed. 
BENTYL Repeat Action with Phenobarbital Tabs. 
contain 10 mg. BENTYL, 15 mg. phenobarbital in 
outer coating ; 10 mg. BENTYL in enteric-coated core. 
Adults — | or 2 tabs. at bedtime, or every eight 
hours as needed. 

Supplie.!: Caps.—bottles of 100, 500 and 1,000; 
20 mg. T.bs., Repeat Action Tabs.—bottles of 100 
and 500. » yrup—16-oz. and gallon bottles. Injection 
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a longer and occasionally repetitive text. The neurologic 
examination is not discussed as a separate procedure but 
by the respective parts of the body in which it is carried out. 
This book is profusely illustrated. I counted 569 figures, 
all well reproduced. The book would serve well as a text- 
book for medical students, and as a reference for practi- 
tioners without a fairly recent work on this subject. The 
importance of an occasional review of the principles of 
physical diagnosis, even for the experienced practitioner, 
cannot be overemphasized. —Joun C. Rose, m.p. 


Human Cancer, A Manual for Students and Physicians. By Maurace 
M. Black, M.D. and Francis D. Speer, M.D. Pp. 273. Price, 
$7.50. Year Book Publishers, Inc., 1957. 


In a concisE, scholarly fashion the authors have presented 
a synopsis of human cancer in relation to current knowledge 
and clinical research. They have not attempted a broad 
evaluation of human cancer and are presenting in a brief, 
factual way a fundamental basis for further study. The 
material is well presented and all figures, tables and graphs 
are pertinent and easily understood. 

Presentation of the material on cancer detection, car- 
cinogenesis, biologic behavior, biochemistry and chemical 
and radiation therapy precede the discussion relating to 
specific organs or systems. Each chapter is followed by a 
bibliography of current articles. The book is easy to read, 
and extensive discussion of controversial issues is avoided. 
The forms of therapy discussed are generally accepted ; and 
although experimental procedures are mentioned, they are 
not presented as generally accepted forms of treatment. 
Incidence rate tables, extracted from the report of the 
Connecticut State Department of Health, Cancer in Con- 
necticut 1935-1951, serve as an excellent source of reference. 
The authors might have made this manual more complete 
by including a discussion of the leukemias and malignan- 
cies of the central nervous system. 

For the practicing physician, the student and the house 
officer, this is a concise and systematic presentation of a 
broad subject without divergence into the controversial. 
This book will orient the reader toward a more critical 
evaluation of human cancer and possibly toward a contri- 
bution of new knowledge in this sphere of medicine. 

—Bruce I. Suniper, M.D 


The Principles and Practice of Medicine. By Sir Stanley Davidson. 
Pp. 1,076. Price, $8.00. The Williams & Wilkins Co., Balti- 
more, 1956. 


ReapinG this book was like sitting down to converse with 
an old friend who had, since the last time we met, con- 
tinued to have new experiences and acquire new wisdom. 

The book is well written, interesting and comprehensive. 
It is the most compact book I have read in recent years, 
covering most of the work that is included in general 
practice. 

Reference to The Principles and Practice of Medicine 
makes reference to other similar works needless. I recom- 
mend it heartily as a necessity in the modern library of the 
general physician. —J. R. Fowrer, M.D. 
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provided by any Prednisolone Acetate ; ! A mg./cc. of predniso- 


lone tertiary-butylacetate, in 


5-cc. vials. 
other steroid HYDELTRA-T.B.A. 
ester (13.2 days—20 mg.) “Qc 
bd MERCK SHARP & DOHME 


DIVISION OF MERCK @CO., INC. 
PHILADELPHIA PA. 


GP Volume XVI, Number 3 


156 


Susceptibility factors play an important part in the occurrence and spread of athlete’s foot. 
With the advent of warm weather, individuals who have had the disease are prone to exhibit 


recurrences or reinfection. Frequently, this can be prevented by the continuous prophylac- 
tic use of Desenex preparations. 


relieves itching 
stops fungal growth 


OINTMENT and: SOLUTION prevents recurrence 


* Baffered at pH 6.5 


POWDER 


For most effective and convenient therapy and continuing pro- 
phylaxis, use Desenex as follows: AT NIGHT the Ointment 
(zincundecate)—1 oz. tubes and 1 Ib. jars. DURING THE DAY 
the Powder (zincundecate)—12 oz. and 1 Ib. containers. AFTER 
EVERY FOOT BATH the Solution (undecylenic acid) —2 fl. oz. and 
1 pt. bottles. The Solution should not be used on broken skin. 
In otomycosis, Desenex solution or ointment. 


' Write to Professional Service Department for free sample supply. 
MALTBIE LABORATORIES DIVISION + WALLACE & TIERNAN, INC. + Belleville 9, N.J. 
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AN ACADEMY OFFICER’S PROFILE. 


Mary Elizabeth Johnston, M.D. 


First Woman on AAGP Board 


THE HONOR of being the first woman to serve as a mem- 
ber of the Academy’s Board of Directors goes to Dr. 
Mary Elizabeth Johnston, Tazewell, Va. who was elected 
to that post at the Scientific Assembly this year in St. 
Louis. 

Breaking the male-directorate tradition was a natural 
sequence for a person of Dr. Johnston’s abilities. Since 
1946 she has been in partnership with another well 
known member from Tazewell, Dr. Rufus Brittain. To- 
gether they own and operate an 18-bed hospital where 
they handle obstetric, medical, pediatric and simple 
orthopedic cases. All major surgery is referred. In con- 
junction with their hospital, the Jeffersonville Hospi- 
tal, Drs. Johnston and Brittain operate an eight-bed 
convalescent unit, largely occupied by geriatric pa- 
tients. 

Dr. Johnston has become well known in Academy 
circles through the Annual Scientific Assemblies where 
she has served each year, beginning with the San Fran- 
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cisco Assembly in 1951, as a delegate from her home 
state. She likewise distinguished herself as a membe) 
of the Mead Johnson Scholarship Committee for threc 
years, 1951-53. 

One of Dr. Johnston’s staunchest backers for her 
election to an AAGP directorship was the other Vir- 
ginia delegate, Dr. Ira Hancock, who admiringly calls 
his fellow delegate ‘Our Liz”. 

Since the early days of the Virginia Academy of Gen- 
eral Practice, Dr. Johnston has been a guiding force. 
She served as a director from 1947 to 1950 and then 
became chairman of the Postgraduate Education Com- 
mittee. She held that position five years. In 1950 she 
was also named to the Program Committee, a position 
she still holds. Last year she served as general chair- 
man of Virginia’s scientific assembly. 

County, state and regional medical societies have 
also made good use of Dr. Johnston’s talents. In Taze- 
well County Medical Society she has been secretary- 
treasurer for ten years, served as chairman of its Pro- 
gram Committee from 1945-47 and in 1951 was its 
president. 

Statewide, she’s a member of the Medical Society 
of Virginia’s Program Committee, Rural Health Com- 
mittee and Maternal and Child Welfare Committee. In 
1950 she was vice president of the society. 

One of the key honors in her life was being named 
**G.P. of the Year” in 1955 by the Medical Society of 
Virginia. 

She also is busily engaged in activities of Southwest 
Virginia Medical Society, American Medical Associa- 
tion and Tri-State Medical Society. 

In addition to her many other duties, Dr. Johnston 
is on the American Committee on Maternal Welfare 
and is a director-at-large of Virginia Tuberculosis As- 
sociation. 

Dr. Johnston, who will be 49 next month, was born 
October 13, 1908 in Pocahontas, Va. to the former Miss 
Nancy M. Spencer and Dr. Prentiss Dupuy Johnston. 
She was educated at Tazewell High School and at the 
College of William & Mary where she received her 
B.S. degree. She then went to the Medical College of 
Virginia where she received her M.D. degree. She took 
her internship at Johnston Willis Hospital in Rich- 
mond, 

**Mary Lib” as she’s known in her home community 
returned to Tazewell in 1934 to become associated in 
general practice with her father. She enjoyed that asso- 
ciation for seven years. In her words, it was “a truly 
great preceptorship”. 

Civicly, Dr. Johnston has served two terms as coun- 
cilwoman on the Tazewell Town Council and as direc- 
tor of the Tazewell County Country Club in 1950-53. 
She counts golf and dogs among her hobbies. 
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Dr. Merrill Cross Represents AAGP | 


At Academy of Sciences Meeting 


THE GENERAL CONSENSUS of experts at the recent Brook- 
haven National Laboratory meeting in Upton, L. I. is 
that the effects of atomic radiation on our population 
as a whole are trivial as compared to the deleterious 
effects that may result from everyday use of the x-ray 
machine for diagnosis and therapy. 

This was the opinion at the meeting of the Sub- 
committee on Acute and Chronic Effects of .Atomic 
Radiation on the Blood of National Academy of Sci- 
ences which sponsored the session. The American 
Academy of General Practice was represented by Dr. 
Merrill Cross, Silver Spring, Md. 

The panel of speakers was made up of experts who 
are at present in research work or who have served on 
the Atomic Energy Commission. Much of the material 
presented was a statistical survey of the effects of the 
atomic blast upon the people in Japan and later on, the 
effects on some 157 people in the Marshall Islands. 

From the reports given, the immediate effect on the 


bomb victims was anorexia, nausea, vomiting and diar- - 


thea, with some burning and itching of the skin and 
eyes. Then some two weeks later, multiple pigmented 
lesions appeared on the skin followed by desquamation 
and then healing. Some 20 per cent of these skin les- 
ions became ulcerated and infected but were well 
healed in six months for the most part. After three 
years there was some pigmentation of the skin in about 
15 per cent of these people. 

Dr. Cross reports that a follow-up study on the 
blood elements shows an incomplete recovery of blood 
elements after a two-to-three-year interval, but a fairly 
complete recovery after five to six years. 
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Sees Everyday X-Ray Use as More Dangerous Than Atomic Radiation 


News 


**This would tend to remove some of the fear of the 
development of leukemia some years following expo- 
sure,” remarked Member Cross. He added that of the 
11,000 persons studied in Japan for over six years 
there have been only 45 cases of leukemia reported. 

Of interest in this respect was the report from Britain 
on some 5,000 people treated by x-ray for spondylitis 
in which a high incidence of leukemia has developed. 

This, of course,” said Dr. Cross, “raises the ques- 
tion as to whether the exposure to a large single dose 
of gamma radiation is any more harmful than repeated 
exposures to small therapeutic doses.” 

Dr. Cross says he thinks, 
for the time being, that re- 
search scientists should be 
the ones primarily con- 
cerned with the effects of 
atomic radiation on the 
human. 

They, in turn, can edu- 
cate us as necessary for the 
protection of our patients 
without a lot of undue 
ballyhoo and unnecessary 
alarm in the lay press,” 
said Dr. Cross. 

On the other hand, he 
thinks it behooves practic- 
ing physicians to initiate a 
greater educational pro- 
gram, especially within the 
profession, as to the dan- 


Merrill Cross, M.D. 
AAGP representative at 


Brookhaven meeting sees the 
- problem as calculated risk. 
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Present status of “A.P.L.”’ therapy 
in cryptorchidism 


TREATMENT IS CONSIDERED AT LOWER AGE LEVELS 
HIGHER DOSAGE REGIMENS ARE NOW RECOMMENDED 


Many clinicians advocate therapy with chorionic gonadotropin between the ages of 5 to 7; 
others suggest instituting treatment at ages ranging from 3 to 14.'* Those practitioners who 
advocate therapy in early childhood or before puberty do so in the belief that a delay in 
treatment may result in irreversible aspermatogenesis. In most cases, 10 to 12 years would 
appear to be an appropriate age to start therapy. In addition, larger doses of chorionic gon- 
adotropin than those formerly employed are now recommended on the basis that these 
will produce a greater incidence of satisfactory responses.° 


Diagnostic a of “A.P.L.”"—A therapeutic trial with “A.P.L.” will constitute a valuable aid 
to determine the need for surgery. Failure to respond may indicate an anatomic obstruction. 


Definitive use of “A.P.L.”—A large percentage of cryptorchid testes will descend following 
therapy with “A.P.L.” 


Preoperative use of “A.P.L.”—Therapy will usually facilitate orchiopexy increasing the 
size of the testes and the lengths of the cords. : 


Postoperative use of “A.P.L.”—Follow-up therapy may be employed as an aid to preventing 
retraction of the testes. 


Brand of chorionic gonadotropin [human} 


virtually painless on injection 
practically free from local reactions 


Suggested Dosage Regimens (depending on age): 
{1} 4,000 1.U., three times weekly, for two 
to three weeks, or 
{2} 1,000 I. U., three times weekly, for six to 
eight weeks. 


Caution: Evidence of sexual precociousness is an 
indication for the immediate withdrawal of treat- 
ment. After regression of undue development, re- 
duced dosage regimen may be resumed. 


Availability: 

In Dry Form 

No. 972—Each package provides one “Secule” © 
containing 20,000 I. U. and 10cc. vial of sterile 
diluent containing 0.5% phenol. 

In Sterile Solution 


No. 999—1,000 I. U. per cc.—10 cc. vials 
No. 500—500 I. U. per cc.—10 cc. vials 


Bibliography on request 
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gers which have been overlooked in the use of x-ray. 
For example, he points out that x-ray pelvimetry, un- 
less definitely indicated, carries a serious risk to both 
mother and child. Repeated chest x-rays by a mobile 
unit during a female’s child-bearing age may be caus- 
ing miscarriages and offspring born with congenital 
defects due to the poor calibration of the machines and 
the lack of proper screening. 

From the Brookhaven meeting it would seem that 
the entire problem of atomic radiation rests on the 
calculated risk versus the benefits to be derived from 
its use. 

Dr. Cross said: ‘The use of atomic energy by our 
Defense Department to maintain our democratic way 
of life certainly would seem to outweigh the calculated 
risk to the public. On the other hand, enough evidence 
has been collected to demand that we carefully ap- 
praise our use of x-ray in which many of the calculated 
risks have not been appreciated.” 

There were representatives from the following or- 
ganizations: American Medical Association, American 


Academy of Pediatrics, American Academy of Obstet- 
rics, American Dental Association, American Veter- 
inary Association, American Board of Roentgenology 
and American Hospital Association. The Air Sur- 
geon’s office, the Veterans Administration and the 
Department of Health, Education and Welfare also 
were represented. 

Participating on the program were Drs. Victor P. 
Bond and Robert A. Conard, Brookhaven National 
Laboratory; George Brecher, National Institutes of 
Health; George V. Le Roy, University of Chicago; 
William Moloney, Boston City Hospital; Carl V. 
Moore, Washington University; James J. Nickson, 
New York Memorial Center; William N. Valentine, 
University of California Medical Center; Robert Miller, 
National Research Council; and A. E. Brandt, Atomic 


Energy Commission. 


A report from another Academy member on a recent 
conference al Princeton, N. J. on patient exposures from 
diagnostic x-ray procedures ts on page 171. 


Trends and Events in the Nation’s Capital 
From GP’s Special Washington Correspondent 


Kean and Keogh Bills 


EXTENSION of social security coverage to doctors of 
medicine, who are now the only vocational group ex- 
cluded, promises to become a major issue in Congress 
next year. 

As more state and local medical societies go on rec- 
ord in favor of coverage, and increasing numbers of 
individual practitioners write to their Congressmen 
supporting legislation to that end, the likelihood in- 
creases of fairly early action on the question. Late in 
July, Representative Robert Kean (R—N.J.) intro- 
duced a bill that would blanket doctors into the pro- 
gram. He observed that organized medicine in his own 
community, through the Essex County Medical So- 
ciety, has come out for social security participation 
and similar sentiment among physicians appears to be 
on increase in various parts of the country. 

Simultaneously another New Jersey member of the 
House, Rep. Eugene J. Keogh (Democrat), has reaf- 
firmed his intentions of obtaining a favorable Ways and 
Means Committee report on his bill to permit self-em- 
ployed professionals to set up tax-deferred pension 
plans on a voluntary basis. 

At this writing, in midsummer, seasoned observers 
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on Capitol Hill believe that chances are remote for 
passage in 1957 of either the Kean or Keogh bills. Both 
of these New Jerseyites, incidentally, are members of 
the Ways and Means Committee. In the next session 
of Congress, however, considerable pressure is ex- 


pected to be built up for each bill. 


VA Physician Pay Rise 


Adjustments upward have been made in many of 
the fees paid to private physicians participating in 


Eugene S. Keogh 
These representatives from New Jersey, Keogh (Democrat), left, and 
Kean (Republican) each have a formula for physician retirement. 


Rep. Keogh boosts the self-employed tax-deferred pension plan; Rep. 
Kean would blanket doctors in the federal social security program. 


Robert Kean 
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For controlling cough 


ROMILAR 1S AT LEAST AS EFFECTIVE AS CODEINE 


Milligram for milligram, 

' Romilar is equal to codeine 
in specific 
antitussive effect 


ROMILAR {5 CLEARLY BETTER THAN CODEINE 


Non-narcotic, 
non-addicting— 

does not cause drowsiness, 
nausea, 

or constipation 


Hoffmann-La Roche Inc* Nutley:N. J. 


Romilar® Hydrobromide—brand of dextromethorphan hydrobromide 
Syrup, Tablets, Expectorant (w/NH,Cl) 
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“home town care” program of Veterans Administra- 
tion. These are reflected both in newly approved con- 
tracts between VA and fiscal intermediaries and in the 
revised fee schedule which VA follows in those states 
where it has no contracts with medical societies or 
Blue Shield plans. 

For an office visit, the fee is now $4, as prescribed in 
the VA schedule. Formerly it was $3. For home visits, 
there has been a $1 increase, both on day and night 
calls: to $5 for day visits and $8 for night calls. 

Increases also have been granted for physical ex- 
aminations given in home or office, hospital visits and 
detention with patients in critical condition. 

All of the fee increases cited above apply to services 
performed by general practitioners. Corresponding in- 
creases have been granted for specialists’ care. 


To Study Grants in Aid 


Federal grants in aid to state and local governments 
may be in for another investigation. 

All signs point to formation of a special committee 
of House members to study effects of government sub- 
sidies on construction of highways and _ hospitals, 
maintenance of public health programs and sundry 
other welfare projects. 

The Hill-Burton program of financial aid for hos- 
pital construction is due to expire in 1959. Legislation 
is pending in Congress to inaugurate new subsidy 
programs involving construction of medical schools 
and group practice clinics. Action upon these bills— 
including extension of Hill-Burton beyond 1959— 
probably will be postponed if the House decides to 
take a careful second look at federal grants in aid. 


CAB Postpones Lower Standards 


As a result of protests received, Civil Aeronautics 
Board has postponed execution of its intention to 
lower physical standards for pilots. Recently CAB 
promulgated a change of regulations which permits 
issuance of limited-duty certificates to pilots unable 
to pass regular qualifying tests. However, its plan to 
lower requirements for vision, hearing and depth per- 
ception was dropped because of the volume of objec- 
tions received against such action. 

The new regulations state: ‘A limited medical cer- 
tificate shall be issued to an applicant who fails to 
meet the physical standards prescribed for the medical 
certificate sought if the administrator finds through 
more extensive medical examinations, practical tests 
or otherwise, that by the imposition of terms, condi- 
tions or limitations, the applicant, notwithstanding 
his physical deficiency, can perform the duties and 
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exercise those privileges authorized by the adminis- 
trator without endangering safety in air commerce.” 


New Civil Service Director 


Dr. Eugene R. Chapin is the new medical director 
of the Civil Service Commission. He sueceeds Dr. 
Verne K. Harvey, who resigned to become director of 
professional services at the Veterans Administration 
hospitals in Indianapolis. 

For the last ten years, Dr. Chapin has been assistant 
medical director of the commission. He is a native of 
Meadville, Pa., and a medical graduate of the College 
of Medical Evangelists. He is 54 years old. 

Among responsibilities of the division headed by 
Dr. Chapin are recruitment of medical and paramedi- 
cal personnel for federal agencies and supervision of 
physical examination procedures affecting Civil Service 
einployees. 

Also see the AMA Washington Report, page 193. 


Means of Reducing Hazards of X-Ray 
Radiation Covered at Recent Conference 


Discussion of possible hazards of radiation in x-ray 
diagnostic procedures and the methods of eliminating 
or minimizing these hazards was the purpose of a re- 
cent conference held in Princeton, N. J. 

Dr. Max Klinghoffer, Pompana Beach, Fla., repre- 
sented the American Academy of General Practice. 
Nearly 50 persons from various national organizations, 
universities and centers, served either as program 
participants or representatives. 

After establishing that there is evidence of greater 
potential danger in the use of diagnostic x-ray than 
had been considered to exist previously, the confer- 
ence turned to preventive measures. 

Conference discussions pointed out that the world 
population is being exposed to several sources of ion- 
izing radiation which include: background radiation 
from those substances in our environment which are 
naturally radioactive, and from cosmic rays; radiation 
from industrial sources (wastes from atomic energy 
plants, x-ray used in industry, etc); radiation from 
medical uses and fallout radiation. Although the total 
amount of this radiation today, per unit of population, 
still falls well below that amount which is called the 
‘geneticists’ reasonable limit,” this does not exclude 
the possibility of some individuals accidentally receiv- 
ing more than this maximum allowable limit. 


171 


| 
| 
: 


More mileage... 


The older man in industry needs the 
help of doctor, management, and home- 
maker . . . to extend his years of produc- 
tivity. 

A recent study of presumably healthy 
men in business showed nearly one-third 
to be obese. Many suffered from diseases 
of nutritional origin or requiring special 
dietary treatment. 

Obesity is associated with increased 
incidence of many serious diseases . . . 
chronic illnesses occurring with about 
twice the frequency among obese indi- 
viduals 40 to 59 years of age as among 
those of normal weight. At all ages, more 
deaths occur among the obese. Evidence 
indicates obesity is becoming more fre- 
quent among men... increasing the 
health hazard during middle years. 

Mechanization of industry increases 
the value of the skilled and experienced 
worker . . . while decreasing his physical 
activity and energy needs . . . and in- 


creasing his need for choosing foods of 
high nutrient content in relation to calo- 
rie value. Milk is such a food. 

Three glasses of milk a day .. . to 

ink . . . used in food preparation . . . as 
cheese or ice cream . . . will provide all 
the calcium needs of men. . . and supply 
generous amounts of high quality protein 
and other essential nutrients. 

In planning meals to maintain and ex- 
tend productivity of the man in industry, 
milk and milk products are foundation 
foods for good eating and good health. 

The nutritional statements made in this adver- 

tisement have been reviewed by the Council on 

Foods and Nutrition of the American Medical 

Association and found consistent with current 

authoritative medical opinion. 

Since 1915 . . . promoting better health 
through nutrition, research and education. 


NATIONAL DAIRY COUNCIL 
aS A non-profit organization 
111 N. Canal Street + Chicago 6, Il. 
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Since radiation effects are cumulative, and since the 
amount of all radiation has increased tremendously 
since 1945, the use of medical x-ray involves a much 
greater hazard. 

Dr. Klinghoffer reports the following safety meas- 
ures which were proposed at the conference: 

1) Physicians must weigh the value of the informa- 
tion received from diagnostic x-rays against the pos- 
sible harmful effects of that amount of ionizing radia- 
tion. A history of the approximate amount of radiation 
in the past may be of some help in deciding whether 
to expose the patient to further examination. 

2) All physicians must be aware of the factors which 
cause great variations in the amount of radiation re- 
ceived by the patient: variations in height of the pa- 
tient may determine the dosage which reaches the 
gonads; variations in voltage and amperage; distance 
from the x-ray tube and location of the field. 

3) There should be more rigid control of sources of 
radiation and efforts toward decreased limits of safety. 
There is a trend toward eliminating some of the non- 
medical uses of x-ray, particularly such devices as shoe 
fitting machines. 

From a legal standpoint, the following precautions 
were urged: when using x-ray equipment, first deter- 
mine the previous radiation history of the patient, 
standardize the machine frequently so the output is 
known; maintain adequate records of x-ray work and, 
from a personal standpoint, maintain insurance. 

Dr. Klinghoffer said some studies indicate that 
there is a possible relationship between x-ray exposure 
and the incidence of leukemia. To bear this out, it was 
noted that radiologists have an incidence of leukemia 
which js about nine times that of other physicians. 
However, these studies include many of the older 
radiologists who worked with x-ray in the earlier days 
when the dangers were not so well known, and when 
fewer precautions were taken. 

In emphasizing the importance of care in operating 
an x-ray machine, the radiologists said the genetic 
risk of radiation is negligible where diagnostic x-rays 
are properly used. 

At the conclusion of the meeting, it was decided 
that further studies on the hazards of ionizing radia- 
tion should be done, with special emphasis on the 
dangers of gonadal radiation and its relationship to 
mutations. It was recommended that a handbook be 
prepared for the training of personnel, other than 
radiologists, who are engaged in x-ray work. 

Dr. Klinghoffer said following the meeting that he 
believes “the handwriting is on the wall”. There is 
already considerable discussion about requiring regis- 
tration of x-ray equipment and licensure for those who 
are permitted to use such equipment. 
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**I do not believe that the answer to the problem is 
to deprive the physician of his right to use x-ray in his 
practice,” said Dr. Klinghoffer. “I do believe that the 
answer is to be certain that he knows how to use it 
correctly and safely.” 

Too often, he added, salesmen approach the doctor 
on the basis of the financial advantages of owning such 
equipment, without mentioning the hazards. 


Mead Johnson Winners Honored at Various 
Certificate Presentation Ceremonies 


CERTIFICATE PRESENTATIONS denoting the beginning and 
completion of general practice residencies under the 
Academy’s Mead Johnson Award Program have been 
made to several of the 1956 and 1957 winners. 

One of the ceremonies to be reported was at Mid- 
land, Mich. where Dr. Richard A. Ferrington was re- 
cipient of a Certificate of Award which marked the 
beginning of his residency in general practice. The 
presentation was made at a dinner meeting of the Mid- 
land County Medical Society by Dr. E. Clarkson Long, 
executive secretary of the Michigan Academy of Gen- 
eral Practice (see cué). 

Dr. Ferrington, one of the ten winners this year, 
has been an intern at Midland Hospital and is now tak- 
ing his residency there. Upon completion he intends 
to enter general practice in Michigan. 

On the West Coast two other presentations have 
been made to Mead Johnson winners. Dr. Leo R. 
Green, a 1956 winner, received a Certificate of Com- 


Certificate of Award—Dr. Richard A. Ferrington (third from left) 
receives Certificate of Award for graduate training in general 
practice. Dr. E. Clarkson Long (second from left), executive secretary 
of the Michigan Academy of General Practice, made the presenta- 
tion. Mr. Bernard Lorimer (left) Midland Hospital administrator, 
and Mr. Charles M. Coffman, (right) Mead Johnson representative, 
witnessed the ceremony. 
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e unblock pores ... help remove blackheads 
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e minimize spread of infection 
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washing with Fostex. Effective and well tolerated...assures patient acceptance 
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in the initial phase of the keep the skin dry and sub- 
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pletion, and Dr. Philip S. Woodbury, a winner this 
year, was presented a Certificate of Award at the Sacra- 
mento County Hospital, Sacramento, Calif. Dr. John 
G. Walsh, a member of the AAGP Board of Directors, 
made the presentations at a monthly hospital staff 
meeting. 

Dr. Green, a native of Alton, IIl., now plans to enter 
general practice in Alton. Before being named in 1956 
he had started a one-year rotating internship at the 
United States Naval Hospital in Oakland. Under the 
Mead Johnson program he went to Sacramento for his 
residency in general practice. 

Dr. Woodbury, a first-year resident at the county 
hospital, is now taking a second year residency in gen- 
eral practice and plans to practice in a small town 
either in North or South Carolina. 

Another 1956 winner, Dr. Charles A. Carmack, has 
been honored at a ceremony in Oklahoma City, Okla., 
where he completed his residency in general practice 
at Oklahoma University Hospital through a Mead 
Johnson grant. His Certificate of Completion was pre- 
sented by Dr. Elmer Ridgeway, Jr., president of the 
Oklahoma Academy of General Practice. Dr. Carmack 
now plans to practice in Okemah, Okla. 

Ohio reports that on June 12 a Certificate of Award 
presentation was made to Dr. Walter F. Pretorious, Jr. 
at the Akron City Hospital on Post-Graduation Day. 
At the same time, the Certificate of Completion was 
given to Dr. John E. Loudenslager, Jr. Among those 
attending the ceremonies were Dr. M. Charles Morgan, 
president of the Summit County Academy; Dr. John 
Campbell, chairman of the General Practice Section 
of Akron City Hospital; Dr. Earl D. McCallister, ex- 
ecutive secretary of the Ohio Academy of General 
Practice and Mr. Wendell F. Williams, local Mead 
Johnson representative. 

At another Ohio ceremony, this one at Mercy 
Hospital in Toledo, Dr. Thomas G. Klever, a 1957 
winner, received his certificate prior to beginning 
his residency in general practice. A Certificate of 
Completion was also presented to Dr. Richard B. 
Juergens who had just finished his residency. Present 
were Dr. Charles A. Marlowe, district director of the 
Ohio Academy; Dr. Howard J. Murphy, chairman 
of the General Practice Section at Mercy Hospital; 
Dr. McCallister and Mr. Frederick Sawin, local Mead 
Johnson representative. 

On the East Coast, Dr. Barbara Ann Higbie, who 
has completed her year of residency in general prac- 
tice, received her Certificate of Completion from Dr. 
Richard R. Chamberlain, president of the New Jersey 
Academy of General Practice. Dr. Higbie took her 
residency at Hunterdon Medical Center, Flemington, 


N. J. 
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Shoe Stores, Chiropractors To Be Barred 
From Using X-Rays in New York State 


Tue State or New York has moved to halt the use of 
x-ray and radiation equipment by unlicensed persons. 
Effective January 1, 1958 the regulation will have its 
principal effect on chiropractors who use x-ray equip- 
ment and shoe stores that use fluoroscopes for fitting. 

The regulation forbids a chiropractor or other per- 
sons not licensed to practice medicine to use so-called 
“spinograph” equipment, which makes an x-ray of the 
body from head to knees. All shoe-fitting fluoroscopy 
machines are also outlawed, unless they are operated 
by a podiatrist. 

The new regulation is an amendment to the Sanitary 
Code and, as such, carries with it a $50 fine for viola- 
tions. According to the New York state health officials, 
each exposure of an individual to radiation by un- 
licensed personnel would constitute a violation, and 
substantial fines could result. 

Dr. Herman E. Hilleboe, health commissioner, said 
the step was being taken to avoid the great potential 
hazard in excessive exposure to ionizing radiation. 
When the reproductive organs are exposed, there may 
be genetic changes that will affect succeeding genera- 
tions and produce abnormalities. There is also sub- 
stantial evidence of a relationship between the amount 
of exposure to radiation and the development of leu- 
kemia and other forms of cancer. 

The National Academy of Sciences recommends 
that the reproductive organs not be exposed to more 
than ten roentgens above natural dosage between birth 
and the age of 30. The spinograph equipment operated 
by unlicensed practitioners exposes patients to one or 
more roentgens each time. And, when a pregnant 
woman is exposed, the unborn baby is also unneces- 
sarily exposed to radiation. 

In a statement to the New York Times, Dr. Hilleboe 
also said that shoe-fitting machines are particularly 
dangerous because of the susceptibility of young chil- 
dren to radiation. 

Under the New York regulation, nurses, x-ray tech- 
nicians and similar personnel will be permitted to use 
x-ray equipment only under the direction of a phy- 
sician, dentist, podiatrist or osteopath. 


Some Medical Management Problems 
Resolved at Lake Logan Conference 


Inrormal and frank discussions among 64 doctors and 
industrialists at the recent Third Annual Lake Logan 
Conference in Canton, N. C. showed that management 
is interested in the health of its employees and desires 
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THE BIO-FLAVONOIDS 


A growing group of clinical reports today 
indicates the importance of the Citrus Bio- 
flavonoids in health and disease. 


Yet it was over 30 years ago that the first 
report of Sunkist Bio-flavonoid Research 
was published. As the manufacturer of 
citrus products, Sunkist Research has con- 
tinued to produce standardized Citrus Bio- 
flavonoids to the Pharmaceutical Industry. 


CITRUS BIO-FLAVONOIDS 
Hesperidin 
Hesperidin Methyl Chalcone 
Lemon Bio-flavonoid Complex 
Calcium Flavonate Glycoside 


CLINICAL APPLICATIONS 
Extensive Bio-flavonoid bibliography. re- 
porting investigation over many years, is 
rapidly being favorably documented. 

Hesperidin and the other Citrus Bio- 
flavonoids have been found effective as ad- 
juncts in the treatment of disease syndromes 
in which capillary abnormalities appear 
at both subclinical and clinical levels. 

Indications for the use of the Citrus Bio- 
flavonoids are on a twofold basis, as: 1. Nu- 
tritional factors. 2. Therapeutic agents. 

Many therapeutic uses are as yet in 
suggestive and indicative stages—respiratory 
disease, etc. Conclusive evidence is being 


documented in the prenatal control of 
habitual abortion and in vascular di 


Hesperidin and other Citrus Bio-flavonoids 
in combination with therapeutic agents and 
nutritional factors are available to the med- 
ical profession as specialties developed by 
leading pharmaceutical manufacturers. 


Coe PHARMACEUTICAL SALES 
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that they be provided with voluntary periodic health 
examinations. 

Furthermore, these health examinations would be 
provided by management and cover all employees, and 


the family doctor would be provided with a transcript . 


of the report of the examination, reports Dr. Lester 
D. Bibler, an immediate past representative of the 
Joint Committee on Industrial Medicine, who partici- 
pated in the conference. 

This conference was sponsored by Champion 
Fibre and Paper Company. Mr. Reuben Robertson, Jr., 
president of that organization, is a brother of Dr. Logan 
Robertson, Academy member from North Carolina. 

Dr. Bibler said it was further agreed that manage- 
ment would be responsible for these periodic physi- 
cal examinations as well as treatment for any industrial 
illness or injury. All nonindustrial diagnoses would be 
referred to the family doctor for treatment. It was the 
consensus of all persons present that management and 
the industrial physician are not interested in therapy 
of nonindustrial cases. They agreed that there should 
be better liaison between industrial physicians and 
family doctors. 

It appeared to Dr. Bibler that many of those present 
were interested in what the family doctor was thinking 
and how they could cooperate in having the family 
doctor take care of the employee and keep him 
healthy. 

The periodic examination, which was endorsed by 
management, would include a thorough history and 
physical examination including electrocardiograph, 
x-ray of the chest, blood pressure, urinalysis, cancer 
detection examinations which would include examina- 
tion of breasts and vagina of female employees, and 
Wassermann tests, blood count and blood cholesterol 
tests where indicated. 

Academy Member Logan Robertson, who acts as 
consultant in occupational health, has a trailer equip- 
ped office as a mobile unit to be taken in industrial 
areas for these periodic physical examinations. 

Other medical management problems which were 
discussed by various of the groups were: 

(1) What are the social and economic forces at play 
that have led to the increasing demands for security, 
and, in turn, what are its implications for medical care 
programs? 

(2) What is the range of medical care to be de- 
livered and to whom shall it be delivered? 

(3) How should medical care be delivered? 

(4) What is insurance and what is insurable? 

(5) How should the cost of medical care be dis- 
tributed? 

(6) Who monitors medical care programs and how 
are abuses prevented ? 
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Card from San Diego Medical Society 
Introduces Prospective Patient to Doctor 


WHEN A PROSPECTIVE PATIENT now makes a “‘look-him- 
over” call on a physician in San Diego County, Calif., 
he carries with him a card, gratis of San Diego County 
Medical Society, which tells the doctor that this person 
is in quest of a family doctor. 

This card is novel in that it attempts to overcome 
the chief complaint that prospective patients are often 
charged for such get-acquainted visits. 

A recent issue of California GP reported that last 
year, executive secretaries Everett Bannister, Bob 
Marvin and Bill Nute, of Orange, Riverside and San 
Diego Counties, respectively, decided too many patients 
were being charged a fee for the privilege of selecting a 
physician. The trouble has usually been that the patients 
failed to make it clear they wanted only to discuss 
the possibilities of having the doctor as their family 
physician. Either the nurse or the doctor misunder- 
stood so the patient was charged. 

The remedy now is that when anyone seeking a phy- 
sician phones the medical society office for aid, he 
receives the names of two doctors and a printed card. 

The San Diego County Medical Society, the first to 
use the card, says the response has been very good. 
They’re keeping tab on the number used, complaints 
and reactions. 


Two doctors’ names and addresses are shown below. These physicians 
are in good standing in the Medical Society. Please select the one 
you wish to see and present the lower part of this card to the doctor’s 
receptionist. We thank you for your inquiry. 


Dear Doctor: 

This card will serve to introduce 


who recently called the office of the San Diego County Medical 
Society to request the name of a physician to serve as the family 
doctor. 

Several names, including yours, were presented, so that a patient- 
physician contact could be established. The Medical Society has 
recommended to the public that every family have a personal 
physician. 

Ordinarily, medical fees are not assessed for such an interview 
unless specific advice and/or treatment is instituted. 
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e+ein 200 cases, effective in all but one.’ 


Long-acting Bendectin, new anti-emetic, unusually 
effective in prevention of nausea and vomiting 

of pregnancy. Bendectin gives your patient the benefit 
of three distinct and complementary modes of action: 


1. antispasmodic — relaxes G.|. smooth-muscle spasm 

2. antinauseant — centrally effective 

3. nutritional supplementation — to overcome possible 
pyridoxine deficiency of pregnancy 


.-. Relieves morning sickness “before it starts” 


Other advantages include: 
4. simple, convenient bedtime dosage 
5. low cost to patient 


Bendec 


Bendectin contains in each specially 
coated tablet: 


Bentyl (dicyclomine) Hydrochloride . 10 mg. 
Decapryn (doxylamine) Succinate . . . 10 mg. 
Pyridoxine Hydrochloride ....... 10mg. 


USUAL DOSAGE: 2 tablets at bedtime. 
SUPPLIED: Bottles of 100 tablets. 


1 Nulsen, R. O.: Ohio State M.J. (In press). 


THE WM. S. MERRELL COMPANY 
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Blue Cross-Blue Shield Back Health 
Insurance for Civil Service Employees 


ENACYMENT OF A BILL to provide a health insurance 
program for federal civil service employees is being 
urged by the Blue Cross Hospital Service Plans, Amer- 
ican Hospital Association and Blue Shield Medical 
Plans. 

The bill, HR 7034, would put the federal govern- 
ment—the nation’s largest employer—on a par with 
major private employers who have adopted health in- 
surance coverage as an important employee benefit. 

Blue Cross-Blue Shield and American Hospital As- 
sociation officials say their organizations have urged 
for several years that federal employees should have 
the opportunity to participate in health insurance pro- 
grams as the employees of industry do through group 
programs. They also stated that coverage providing 
basic health care benefits to pay for the cost of care in 
illnesses to which the individual and his family are 
most frequently exposed is the first essential. 

They feel the importance of extended coverage to 
apply against the expenses of complicated and long- 
term illnesses is equally important, and the new bill, 
introduced by Rep. Chet Holifield of California makes 
provision for this. It represents the logical approach 
in providing federal employees with coverage suitable 
to their needs and income status. 

The lack of a government program to facilitate group 
enrollment has prevented federal employees from 
qualifying for the best coverage offered by Blue Cross- 
Blue Shield. If Congressman Holifield’s bill is enacted, 
there will be an opportunity to purchase better cover- 
age at a less direct cost to the employee as the legis- 
lation calls for payroll deduction and government 
participation in the cost of the program. 


Voluntary Health Insurance Programs 
To Carry Health Cost Load in 1957 


More THAN $3 billion of the nation’s health care costs 
will be paid through voluntary health insurance pro- 
grams in 1957. This estimate, made by the Health In- 
surance Council, is based on the results of an annual 
survey of insurance coverage in the United States for 
1956. 

As of May 1, 1957, some 118 million persons were 
protected against the cost of hospital expenses through 
voluntary health insurance programs. Surgical expense 
policies were held by 103 million, 67 million had poli- 
cies covering regular medical expenses and 10 million 
Were insured against major medical expenses. Accord- 
ing to these figures, over 70 per cent of the total U.S. 
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civilian population is protected by some form of volun- 
tary health coverage. 

The figures of this survey also indicate an increase 
in the number of persons covered by voluntary health 
insurance programs. 


Mississippi Academy Members 
Elected to Key Offices of MSMA 


ACADEMY MEMBERS in Mississippi captured many of the 
key offices of the Mississippi State Medical Association 
at a recent meeting in Biloxi. Dr. Guy T. Vise, 
Meridian, was chosen president-elect. 

Dr. W. H. Anderson, Boonville, and Dr. Louis F. 
Rittelmeyer, Jackson, were elected editor and asso- 
ciate editor, respectively, of The Mississippi Doctor, 
publication of the MSMA. New councilors are Dr. C. 
P. Crenshaw, Collins and Dr. C. D. Taylor, Pass 
Christian. 

The following committee posts went to Dr. William 
E. Lotterhos, Jackson, Legislative and Public Policy 
Committee; Dr. N. C. House, Batesville, Dr. George 
Townsend, Forest and Dr. Eldon Bolton, Biloxi, Board 
of Health and Dr. William H. Brandon, Clarksdale, 
director of Blue Cross-Blue Shield. 


Satisfactory Staff Agreement Reached 
At South Chicago Community Hospital 


ONE OF THE CHIEF EXAMPLES of how many professional 
problems are best dealt with at a local level is shown 
through a recent agreement whereby the South Chi- 
cago (Illinois) Community Hospital is now operating 
under a Constitution and By-Laws that are satisfac- 
tory to a marked majority of the staff. 

A few years ago the specialists of the South Chicago 
Community Hospital staff started a campaign to re- 
strict active staff membership to specialists. Through 
the efforts of the general practitioners on the staff, 
assisted by the Illinois Academy of General Practice’s 
Committee on Hospitals, the problem has been re- 
solved, reports Dr. George Schwerin, immediate past 
president of the Illinois Academy and a past member 
of its Committee on Hospitals, following a personal 
interview with the hospital’s staff. 

The agreement was reached through open discus- 
sion around a conference table of the specialists, the 
general practitioners and members of the hospital gov- 
erning board. 

The result has been the development of an improved 
staff organization which includes both specialists and 
general practitioners. 1 
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consistent quality 
in X-ray film 


More and more U.S. radiologists and 
X-ray technicians are discovering the 
virtues of this famous British-made 
X-ray film. Obviously, Ilford Red Seal 
offers extreme high speed to reduce 
radiation, prolong tube life and offset 
involuntary movement of the patient. 
What is not so obvious, until you have 
thoroughly tested Red Seal for a time, 
is its consistency in quality and per- 
formance, day in and day out. Where 
diagnosis is difficult and good defini- 
tion imperative, there is no finer X-ray 
film available anywhere. 


But try a box of Ilford Red Seal 
. .. and see for yourself! 


Available in all standard sizes, 
from your regular supplier. 


I LFO k D i N 37 West 65th Street, New York 23, New York 
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Pharmaceutical Association President 
Denounces Drug Hucksterism on Television 


Druc “HUCKSTERISM” on TV was denounced at a re- 
cent meeting of the New Jersey Pharmaceutical Asso- 
ciation by the group’s president, Benjamin Schultz, 
Allenhurst, N.J. 

Mr. Schultz told delegates that “the proprietary 
branch of the pharmaceutical industry should get off 
television”. He said the manufacturers would serve 
the nation’s public health better if they confined their 
advertising to newspapers. 

In a report to the New York Times, Schultz is quoted 
as comparing the current advertising of medical prod- 
ucts not requiring a physician’s prescription to the 
old-time, street corner pitchman. He urged his asso- 
ciates to “‘be alert and vigilant” and to protect the pub- 
lic from “misusing many dangerous over-the-counter 
medical products which are being ridiculously ex- 
ploited on television”’. 

The danger, Mr. Schultz stated, lies in the fact that 
the “hucksterism manner” used by some manufac- 
turers “has appealed to emotionalism,” and carries 
with it the implication that self-diagnosis and self- 
medication are safe. 


AMA Reports Net Gain of 3,804 New 
Physicians in U.S. During 1956 


THERE WERE 7,463 new physicians licensed in the 
United States in 1956, according to the annual report 
of the AMA’s Council on Medical Education and Hos- 
pitals. However, this increased the total number of 
physicians by only 3,804 as 3,659 physicians died dur- 
ing that same period. 

The greatest number of licenses issued was in Cali- 
fornia, and the greatest number of graduates from any 
one school examined was the University of Tennessee. 
Also included in the group appearing before medical 
examining boards for the first time were graduates from 
the new University of Miami School of Medicine, Coral 
Gables, Fla., and the University of Puerto Rico School 
of Medicine. 

The following schools had no failures among their 
graduates: University of Miami, Albany Medical Col- 
lege, Albany, N. Y.; Woman’s Medical College of 
Pennsylvania, the Medical College of South Carolina, 
the University of California at Los Angeles and San 
Francisco, and the Universities of Southern California, 
Washington and Wisconsin. 

Among the foreign school graduates, including both 
American and foreign-born persons, 1,012 passed the 
exainination, out of 1,783 examined. 
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Chief Soviet Medical and Surgical 
Publications To Be Available in English 


SIGNIFICANT SOVIET PUBLICATIONS on medicine and sur- 
gery are now available in English. The Excerpta 
Medica Foundation, a nonprofit organization which 
abstracts and disseminates the latest writings in every 
field of medicine, is publishing these translations. 

Dr. Morris Fishbein, American member of the foun- 
dation’s editorial board, disclosed this information at 
the June reception marking the tenth anniversary of 
the foundation. He explained that the foundation's 
translators and Soviet medical authorities would work 
together to cull notable developments in medicine and 
surgery from Soviet publications. 

The work is being undertaken under contract with 
the National Institutes of Health, Bethesda, Md., with 
funds made available through a Congressional grant, 
according to an article in the New York Times. 


Teaching Seminars Establish Contact 
Between Pharmacology and Family Doctors 


INFORMAL SEMINARS with students participating in the 
teaching program have been conducted the last seven 
years by the Department of Pharmacology at Univer- 
sity of Maryland School of Medicine. 

These seminars have proved to be a successful ex- 
periment in establishing contact between the teaching 
of pharmacology and the general practitioner, reports 
John C. Krantz, Ph.D., professor of pharmacology at 
the University of Maryland. 

Known as “pharmacology teas,” since light refresh- 
ments and tea are served to create an atmosphere of 
informality, the meetings are held twice a week with 
four or five staff members and four students attend- 
ing. 

Some of the meetings are devoted to informal ques- 
tioning of the students on subject matter current in 
the course. In others, the students are assigned topics 
for presenting a 15-minute discourse embracing a re- 
view of pertinent literature. 

For example, Dr. Krantz points out, the subject of 
congestive heart failure is typical of one of the seminars. 
Each student speaks on a special facet of the general 
subject, such as etiology, signs, symptoms and diag- 
nosis; choice of drugs in treatment; mechanism of 
action of the drugs on the various conditions; and the 
prognosis under treatment. 

The new nonbarbiturate hypnotics, pernicious ane- 
mia and its treatment and the use and abuse of ataractic 
drugs have been subjects of other seminars. 

To contribute current clinicat aspects to the discus- 
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ophthalmic products 
with distinctive advantages... 


e their wide-spectrum bactericidal activity includes 
ALL clinically isolated strains of Pseudomonas aeruginosa, 
a serious invader noted for the rapidity of its destructive powers. 


e their component antibiotics rarely sensitize. 


brand Polymyxin B-Gramicidin-Neomycin 


ANTIBIOTIC OPHTHALMIC SOLUTION 


Available in bottles of 10 cc. with sterile dropper. 


| brand Polymyxin B-Bacitracin-Neomycin 


ANTIBIOTIC OINTMENT 


Available in % oz. ophthalmic tubes. 


brand Polymyxin B-Bacitracin-Neomycin 
with 1% Hydrocortisone 


ANTIBIOTIC OINTMENT 


Available in % oz. ophthalmic tubes. 
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sion, a resident in medicine has attended all of the 
seminars for the past two years. 

Last year, through Dr. Nathan E. Needle, president 
of the Maryland. Academy of General Practice, two 
general practitioners were assigned to these seminars. 
The selectees, Dr. Walter A. Anderson and Dr. Joseph 
§. Blum, both of Baltimore, willingly and enthusias- 
tically accepted the assignment. They have been intro- 
duced at each seminar to the students as representatives 
of the Maryland Academy. 

Dr. Krantz says the students appear to be impressed 
by Drs. Anderson and Blum’s presence since these 
physicians are doing the job which most of them hope 
to do. 

The Academy members have actively participated in 
the discussions. Their attitude has been friendly yet 
always critical, especially in the evaluation of new drug 
therapy. They speak out of their own current experi- 
ence and the students have benefited by their com- 
ments. 

The seminars serve a dual purpose—they are help- 
ful and gratifying to the students and staff of the 
Department of Pharmacology and they have been prof- 
itable to the general practitioners, as they are kept 
abreast of current pharmacologic advances. The hours 
so spent are accredited as postgraduate work by the 
Maryland Academy. 


++ you're not in bad shape at 
no siree. .. NOT AT ALL!” 
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Medical News in Small Doses: 


THE NEW PRESIDENT-ELECT of the Association of Ameri- 
can Physicians and Surgeons is Dr. David Maltravers 
Rumph, Academy member from Fort Worth, Tex. He 
will be installed during the 1958 meeting, April 10-12 
in San Francisco, succeeding another well known 
Academy member, Dr. Cyrus W. Anderson of Denver, 
Colo. ... A recent issue of the Raleigh, N. C. News and 
Observer featured Academy Member W. Donald Moore 
from Coats, N. C. as ‘“‘Medicine’s Rural Missionary”. 
The article pointed out that Dr. Moore, age 38, is a 
country doctor, 1957 style. Dr. Moore served as a 
medical missionary in Canton, China until the Com- 
munist invasion and then returned to this country. He 
is the only physician in the Coats area of Harnett 
County. . . . The costs of medical care for the aged 
should be faced by the nation’s insurance business but 
the care of the indigent is a social rather than an in- 
surance problem, declared C. Manton Eddy, an official 
of Connecticut General Life Insurance Company at the 
recent annual meeting of Health Insurance Association 
of America. . . . One of the three winners of the trien- 
nial Albert Lasker Awards for outstanding achieve- 
ment in developing services for the disabled was Dr. 
Howard A. Rusk, honorary member of the Academy 
and chairman of the Department of Physical Medicine 
and Rehabilitation at New York University. The other 
winners were the World Veterans Federation and Prof. 
Fabian W. G. Langenskjold, president of the Council 
of the Invalid Foundation, Helsinki, Finland. . . . PHS 
has established a national clearinghouse for informa- 
tion on the prevention and treatment of accidental 
poisoning. Sixty-seven poison control centers are in 
existence which provide around-the-clock information 
on poisons, including the toxic agents in household 
products, for physicians in an emergency. . . . Among 
Academy members who were guest speakers at various 
of the nation’s medical school Senior Day festivities 
were Dr. William Sproul of Des Moines, Ia. and Dr. 
Carl Cooper, Jr. of Bedford, Ky. Dr. Sproul spoke on 
**Human Relations and Public Relations” at the State 
University of Iowa College of Medicine. The ‘Me- 
chanics of Setting Up a Practice,” was the topic of Dr. 
Cooper’s speech at the University of Louisville. . . . 
Five hundred colleagues, friends and patients gathered 
at a testimonial dinner recently to honor Academy 
Member Michael S. Shea, New Haven, Conn., who 
earlier this year received the title Knight of St. Gregory 
from Pope Pius XII. AAGP Member Michael Palmieri 
was toastmaster. . . . Dr. Dean F. Smiley, secretary of 


- the Association of American Medical Colleges for the 


past ten years, will become director of newly-formed 
Educational Council for Foreign Medical Graduates. 
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A simple but neglected diagnostic procedure 


Proctosigmoidoscopy is the only accurate method of polyp 
detection.' Yet internists and general practitioners, upon whom 
diagnosis often depends, continue to neglect it. 


Preparation for proctosigmoidoscopy in office or hospital is 
greatly simplified by the FLEET ENEMA Disposable Unit. 
Cleansing is thorough yet gentle, permitting a clear field,’ and 
more effective than one or two pints of soap suds or tap water.” 


FLEET ENEMA contains, per 100 cc., 16 Gm. Sodium Biphos- 
phate and 6 Gm. Sodium Phosphate, in a ready-to-use squeeze 
bottle with self-lubricated, anatomically correct rectal tube. 


1, Crumpacker, E. L., et al, AMA Arch. Int. Med. 98:314, 
1956. 2. Swinton, N. W., Surg. Clin. No. Am, 35:833, 1955. 


FLEET ENEMA 


Disposable Unit 
C. B. Fleet Co., Inc., Lynchburg, Virginia 


® 
Makers of Phospho-Soda (Fleet) 
A laxative of choice for over 60 years 
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News from the State Chapters 


Dr. Matcotm H. Harris succeeded Dr. Frank E. Tap- 


pan as president of the Virginia chapter at its seventh~ 


annual scientific meeting May 23-26 in Roanoke. Dr. 
W. Linwood Ball ef Richmond is the new president- 
elect (see cut) and Dr. Fletcher J. Wright of Petersburg 
is vice president. Re-elected were Drs. Russell G. 
McAllister, secretary; William A. Young, treasurer 
and W. Taliaferro Thompson, chaplain, all three of 
Richmond. 

Among special guests were presidents of the state’s 
four component chapters, Drs. Richard C. Crossen, 
Richmond chapter; Thomas L. Lucas, Northern Vir- 
ginia chapter; Meyer I. Krischer, Tidewater chapter 
and Nowell D. Nelms, Hampton Roads chapter (see 
cut). 

A golf tournament, cocktail party and dinner and 
board of directors meeting on Thursday, May 23, pre- 
ceded the scientific programs. 

Dr. Henry T. Ricketts, University of Chicago, 
opened the scientific program Friday morning, which 
was arranged by the Virginia Diabetes Association. He 
also participated in a panel discussion with Drs. Henry 
B. Mulholland, Charlottesville; James M. Moss, Alex- 
andria; W. C. Salley, Norfolk; and John C. Horten- 
stine, Winchester, who was program chairman. Dr. 
Salley is president of the Virginia State Diabetes 
Association. 

Afternoon speakers were Dr. Norman Jolliffe, direc- 
tor, New York City Department of Health and Dr. 
Elam C. Toone, Jr., Medical College of Virginia, Rich- 
mond. A clinical pathologic conference was conducted 
by Dr. Thomas H. Hunter and David B. Smith, both 
of the University of Virginia School of Medicine, 
Charlottesville. The day closed with an evening of 
cocktails and dancing. 

Talks by Drs. A. R. Shands, Jr., director of the 
Nemours Foundation; John F. Bordley, director, De- 
partment of Otolaryngology, Johns-Hopkins Univer- 
sity School of Medicine and Alvin Coburn, Chappaque, 
N. Y., a rheumatic fever authority, were concluded 
with a panel discussion on the handicapped child. The 
Virginia Council on Health and Medical Care arranged 
the program. 

The annual business meeting and luncheon were fol- 
lowed by addresses by Drs. Howard B. Sprague, 
Brookline, Mass., through the courtesy of Virginia 
Heart Association; and Mr. John O. Moore, director, 
Automotive Crash Research Institute, Cornell Uni- 
versity. 

At the annual dinner dance, Dinner Speaker Art 
Briese, talked on “America’s Knight of Satire”. (See 
cul.) 
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Richmondite Is President-elect—Dr. W. Linwood Ball of Richmond, 
Virginia chapter’s new president-elect, is shown here with Mrs. Ball. 


Four Local Chapter Presidents—Representing Virginia’s four com- 
ponent chapters at the meeting were their presidents, Drs. Richard 
C. Crossen, Richmond chapter (left to right); Thomas L. Lucas, 
Northern Virginia chapter; Meyer |. Krischer, Tidewater chapter; 
and Nowell D. Nelms, Hampton Roads chapter. 


Old Dominion Festivity—The annual banquet was a highlight o 
Virginia chapter’s seventh annual scientific meeting in Roanoke. 
Seated left to right at the speakers’ table are Mrs. W. Taliaferro 
Thompson, Sr.; Dr. R. G. McAllister, secretary; Mrs. McAllister; 
The Rev. W. T. Thompson, Sr., D. D., chaplain; Mrs. Malcolm H. 
Harris; Dr. Harris, incoming president; Dr. Samuel F. Driver, master 
of ceremonies; Mrs. Driver; Dr. Frank E. Tappan, retiring president; 
Mrs. Tappan; Dr. William A. Young, treasurer; Miss “Cummie" 
Tappan; Mrs. Young; and Mrs. Lovise Greiner, executive secretary. 
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HE’S OFF CAFFEIN... 


but he still enjoys his coffee as much as ever! 


Hearty ... robust . . . full man-sized flavor! That’s new Instant 
Sanka Coffee. No matter how much coffee your patients like to 
drink . . . Instant Sanka can’t get on their nerves or keep them 
awake. All pure coffee. 97% caffein-free. 


A fine coffee from General Foods 
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The Sunday morning session opened with talks by 
Drs. David M. Hume, professor of surgery, Medical 
College of Virginia and J. R. Heller, director, National 
Cancer Institute, Bethesda, Md. 

Moderators for the meeting were Drs. Hortenstine, 
Wright, James L. Hamner, Rufus Brittain, Frank A. 
Farmer, Malcolm H. Harris, Russell G. McAllister, 
Edward E. Haddock and Mr. Edgar Fisher. 

The ladies were entertained Saturday with a special 
luncheon and musical program at the Roanoke Coun- 
try Club. 

Chaplain Thompson closed the meeting with a Sun- 
day morning religious service. 
> All indications point to a record breaking attendance 
at Texas chapter’s annual meeting to be held this 
month in Dallas. It will officially open on Sunday, 
September 22, with morning committee meetings and 
an afternoon business session. Headquarters will be 
the Adolphus Hotel. Eight speakers will cover the 
two- and one-half-day program. 

A special pre-assembly seminar on collagen diseases, 
arranged by Southwestern Medical School, will be con- 
ducted Saturday, September 21. Registration for the 
seminar must be made directly with Southwestern 
Medical School. 

In a nonmedical vein there will be cocktail parties, 
luncheons and the Presidents’ Ball. Ladies are invited 
toa brunch-style show in the Zodiac Room of Neiman- 
Marcus. A hospitality room will be at the disposal of the 
ladies in the Adolphus Hotel throughout the meeting. 
> Ten well-known doctors are on the roster to pre- 
sent the scientific program of the annual South Carolina 
chapter meeting to be held October 3-4 at Clemson 
House in Clemson. 

The Rev. E. D. Stockman of Clemson College Lu- 
theran Church will read the invocation, followed by a 
welcoming address by Dr. Frank Pool, president of 
Clemson College. 

Dr. Weston M. Kelsey, Bowman-Gray School of 
Medicine, will be the initial scientific speaker. Others 
on opening day will be Drs. Isadore Dyer, Tulane 
University; Harry M. Robinson, University of Mary- 
land; Benjamin Manchester, Washington, D.C.; David 
R. Hawkins, University of North Carolina and Julian 
Price, Florence, S. C. 

A luncheon talk will be given by Mr. Porter W. 
Carswell of Waynesboro, Ga. Evening cocktails will 
be followed by the banquet with Dr. Malcom E. Phelps, 
Academy president from El Reno, Okla., as guest 
speaker. 

Second-day speakers will be Drs. C. P. Cone, Orange- 
burg, S. C.; Edward S. Orgain, Duke University; S. F. 
Ravenell, Greensboro, N. C. and R. L. Sanders, Sanders 
Clinic. 
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Tri-Staters Discuss Meeting—Aé the recent fourth annual tri-state meet- 
ing of the Maine, New Hampshire and Vermont chapters, Drs. Falko 
Schilling, New Hampshire chapter president (left to right), Sidney R. 
Branson, chairman of the meeting; Thomas G. Harvey, Maine chapter 
president and WH. J. Farmer, Vermont chapter president confer on the 
progress of the meeting. The meeting, which drew about 250 doctors and 
guests had as a special guest speaker, Dr. John R. Fowler, an Academy 
past president. 


ok 


Special Tri-State Guest—Academy Past President John Fowler (left) 
caught the attention of Dr. T. G. Harvey, president of the Maine chapter, 
one of the three sponsors of the meeting. 


> The Michigan and Wayne County (Michigan) chap- 
ters will hold their 11th annual Fall Postgraduate Clinic 
November 6-7 at Detroit’s Sheraton-Cadillac Hotel. 

Twenty-four nationally known speakers will discuss 
scientific topics including headaches, neo-natal mor- 
tality, water balance, cardio-vascular disorders, newer 
medications, psychiatry, medical management prob- 
lems and ob-gyn. 

The congress of delegates will convene the afternoon 
preceding the official program. A floor show, “Carib- 
bean Holiday,” will be a special attraction of the annual 
banquet Wednesday evening, November 6. A ladies’ 
program is planned for Wednesday afternoon. 
> The West Virginia chapter is meeting jointly with 
the Eastern Panhandle Medical Society in Martinsburg 
September 21-22. 
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entry Requirement 


AEROSOL THERAPY EQUIPMENT 


FOR 
continuous, intermittent or occasional treatment periods. 
DeVilbiss nebulizers, of proven reliability, create 
medication particles of suitable and effective size to 
reach all recesses of the lungs and bronchi. 


COMPRESSOR 
NO. 501 


Nebulizer combina- Bulb operated Bulb operated 2t size, bulb 
tion, complete with nebulizer for me- nebulizer, for max- operated, nebulizer. 
nasal tips and oral dium volume. imum volume. leakproof, conven- 
adaptor. Retail.......$2.50 Retail : ient to carry. 
Retail Retail.......$5.00 


All DeVilbiss Nebulizers are constructed to precise tolerances, assuring 
correct particle size for effective aerosol therapy. 


Since 1888 ... three generations of physicians 
have used and prescribed DeVilbiss 


SOMERSET, PENNSYLVANIA 
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Scientific sessions will be held both days, with a 
banquet the evening of September 21. 
>» The San Francisco (California) chapter sponsored 
a June symposium on recent advances in diagnosis and 
therapy at the Sheraton-Palace Hotel. Moderators were 
Drs. Alexander F. Fraser, chapter program chairman 
and Robert W. Wolf, chapter president-elect. A lunch- 
eon and an evening reception were held for doctors and 
their wives. 
> Maryland chapter members will convene at Tide- 
water Inn in Easton October 9-10 for their ninth 
annual scientific assembly. 

Eleven subjects scheduled to be covered are: toxemia 
of pregnancy; approach to fluid balance and blood 
electrolytes; vascular disease in the diabetic; surgery 
of acquired valvular heart disease and results; sound: 
both friend and foe; rheumatoid arthritis; TBC case 
finding; pelvic cancer; diagnosis and treatment of CA 
of cervix in situ; irradiation and surgery in cervical 
cancer ; ovarian cancer ; and cytology in general practice. 
A panel on the diagnosis of heart disease will be 
conducted. 
> At the annual meeting of the North Egyptian (Ilinois) 
chapter held June 25 in Mt. Vernon, Retiring Chapter 
President Sam Rosenbloom presented 1956 post- 
graduate certificates to 24 physicians. 

Dr. H. G. Thompson of Mt. Vernon succeeded Dr. 
Rosenbloom as president. New officers who were elected 
are Drs. Herbert Levine, Centralia, president-elect and 
Leo Eschelbacher, Mt. Vernon, secretary-treasurer. 
Dr. Charles K. Wells, Mt. Vernon, was appointed 
registrar of the annual postgraduate school which will 
begin this month at Good Samaritan Hospital in Mt. 
Vernon. 
> The New York State chapter will conduct a scientific 
cruise departing from New York harbors the afternoon 
of October 24 with 11 days in the West Indies, includ- 
ing St. Thomas, Virgin Islands, Cuidad Trujillo, Do- 
minican Republic and Port au Prince, Haiti. 

The trip, via a Swedish American Line cruise vessel, 
will be based on a scientific program, course No. 738A 
of New York University Post Graduate Medical School. 
Category I credit will be given. 

A formidible foe of HIP, Dr. J. Hunter Fuchs, of 
Jamaica Estates, Queens, N. Y. died June 18 in 
Jamaica Hospital after a long illness. Dr. Fuchs, aged 
49, was a former president and director of the New 
York Academy of General Practice and a former presi- 
dent of the Queens County chapter. A graduate of 
Georgetown Medical School, Dr. Fuchs served as 
lieutenant in the Navy Medical Corps in World War II. 
He is survived by his widow, a son and two daughters. 

Dr. John F. Mokrohisky was guest speaker at the 
regular quarterly meeting of the Broome County (New 
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trichotine 


a detergent...a bactericide and 
fungicide ...an antipruritic...an aid 
to epithelization ...an aesthetic 
and psychosomatic adjunct 


Trichotine douches — incorporating 
the multiple advantages of sodium 
lauryl sulfate with the recognized 
values of other specific or adjunctive 
agents — may be prescribed as 

often as required in cases of non- 
specific vaginitis and leukorrhea, 
subacute and chronic cervicitis, 
senile vaginitis, trichomoniasis, and 
moniliasis; hot packs are often 
quickly effective in pruritus vulvae. 
Concentrated solutions are useful for clean- 
up or swab treatment in the physician's office. 


VACID 


the 24-hour vaginal pH stabilizer 


The therapeutic value of continual 
maintenance of normal vaginal pH 
(4.0 to 4.5) is widely recognized 

in the treatment of monilial, 
trichomonal, and nonspecific 
bacterial infections and in cervicitis. 


One Vacid insert suppository will 
hold the pH of the vagina at 

the normal physiologic level for 
24 hours. Symptomatic relief 

is noted usually the first day and 
progressive improvement continues 
until Doderlein bacilli replace 
the infecting organisms — usually 
within 7-14 days. 

Samples and literature on request... 
Full details in PDR. 


The Fesler Co., Inc. 
Stamford, Conn. 
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EXQUISET 


for natural acceptance of your prescribed contraceptive regimen * fulfills your patient’s natural wish that 
her possessions reflect her femininity. Each Lanteen Exquiset contains: 3 oz. tube of Lanteen spermicidal 
jelly, soothing, cleanly scented; easy-to-insert, molded, flat spring diaphragm; newly designed Easy-Clean 
applicator; universal inserter — all fitted into a stylish, soft plastic purse. 

Lanteen jelly contains ricinoleic acid 0.50%, hexylresorcinol 0.10%, chlorothymol 0.0077%, sodium benzoate and glycerin in a tragacanth base. Lanteen jelly 


and flat-spring diaphragm sets are distributed by George A. Breon & Company, 1450 Broadway, New York 18, N.Y. (In Canada: E. & A. Martin Research Ltd., 
20 Ripley Ave., Toronto, Canada.) Manufactured by Esta Medical Laboratories, Inc., Chicago 38, lll. *Trademark of George A. Breon & Company 
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York) chapter. Dr. Mokrohisky’s talk was on radio- 
active isotopes. 

> Peter Freuchen, a recent winner on the ‘$64,000 
Question” television program, will talk on “Arctic 
Adventure” at the banquet during Wisconsin chapter’s 
annual meeting in Milwaukee September 16-17. Mr. 
Freuchen is also famous as the “Vagrant Viking” who 
helped Rasmussen explore the arctic wastelands of 
Northern Greenland. 

Among the scientific speakers will be Drs. Robert R. 
Bigelow, Oak Ridge (Tennessee) Institute of Nuclear 
Studies Medical Division; W. D. Stovall, Wisconsin 
state laboratory ; Edward J. Zeiss, Appleton; Robert S. 
Sparkman, Dallas, Texas; and R. W. McNealy, Chi- 
cago. A scientific panel discussion is planned. 

Circuit clinics which began in July and are running 
for six months except for December, are being con- 
ducted throughout the state by the Wisconsin chapter 
and six other groups. Cooperative sponsors are: Uni- 
versity of Wisconsin Medical School; Marquette Uni- 
versity School of Medicine; State Board of Health: 
Wisconsin Heart Association; Wisconsin Anti-TB 
Association and the American Cancer Society, Wiscon- 
sin Division. The programs are followed by a dinner 
and an evening symposium and question period. 

The three July clinics were held in Eau Claire, 
Ashland and Rhinelander. Speakers, from the Uni- 
versity of Wisconsin, were Drs. John K. Curtis, 
Joseph Gale, Alwin E. Schultz and Harry Waisman. 

August’s circuit included Delevan, Wausau and 
Manitowoc. Speakers from Marquette and Northwestern 
were Drs. Frederick J. Hofmeister, George E. Collen- 
tine, Jr., M. C. F. Lindert and Alvah L. Newcomb. 

Future circuit clinics include Lancaster, Racine and 
Oconomowoc: September ; Janesville, Wisconsin Dells 
and Stevens Point: October; Monroe, Viroqua and 
Chippewa Falls: November; and Madison, Appleton 
and Sheboygan: January. 

Registration for the clinics, which receive five hours 
Category I AAGP credit, is $10 each course, including 
dinner, and can be made through the Wisconsin State 
Medical Society in Madison. 
> At Ohio chapter’s seventh annual scientific assembly 
September 18-19 in Columbus, Dr. Morton Hamburger 
of Cincinnati will be the lead-off speaker on the sci- 
entific program. He will be followed by Drs. Frank J. 
Ayd, Jr., Baltimore; Paul A. Nelson, Cleveland; Mal- 
coln L. Barnes and George S. Allen, Louisville; 
Nathan E. Silbert, Lynn, Mass.; J. I. Kendrick, Cleve- 
land and Edward H. Rynearson, Rochester, Minn. 

Second-day speakers will be Drs. Richard Patton, 
Columbus; James L. Dennis, Oakland, Calif. ; Walter L. 
George, Cleveland; Edward Allen, Chicago; John E. 
Aldrich (D.D.S.) and Louis J. Wise, Cincinnati. 
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CONTINUED FROM PAGE 35 


On the Calendar 


*Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum 
hours listed when available. 


*Sep. 27-28. Ohie State University, course in pulmonary 
disease, Columbus. (9 hrs.) 

*Sep. 28-29. Massachusetts chapter, annual meeting, 
Hotel Statler, Boston. 

*Sep. 29. American Fracture Association, course on treat- 
ment of fractures, El Paso, Tex. (8 hrs.) 

*Sep. 30—Oct. 6. University of Ilinois, annual assembly 
on otolaryngology ; Chicago. 

*Oct. 2. Nassav County (New York) chapter and Nassau 
County Medical Society, course in basic cardiology, 


*Oct. 2. Nassay County (New York) chapter and Nassau 
County Medical Society, course in neurology, six 
Wednesdays, Meadowbrook Hospital, Hempstead. 
(6 hrs.) 

*Oct. 2. Nassau County (New York) chapter and Nassau 
County Medical Society, course in psychotherapy in 
everyday practice, ten Wednesdays, Meadowbrook 
Hospital, Hempstead. (15 hrs.) 

*Oct. 2. Nassau County (New York) chapter and Nassau 
County Medical Society, course in x-ray diagnosis, 
15 sessions, alternating Wednesdays, Meadowbrook 
Hospital, Hempstead. (15 hrs.) - 

*Oct. 2-5. Idaho chapter, annual meeting, Turf Club, 
Twin Falls. 

*Oct. 3. Connecticut chapter, annual meeting, Statler 
Hotel, Hartford. 

*Oct. 3-4. Seuth Carolina chapter, annual meeting, Clem- 
son House, Clemson. (8% hrs.) 

*Oct. 3-5. University of lowa and lowa Heart Association, 
Midwestern Cardiac Conference, Iowa City. (13 
hrs.) 

*Oct. 5. Columbus Academy of Medicine, seminar on 
general medicine, Columbus. (4% hrs.) 

*Oct. 7—Dec. 9. University of California, course on 
pathologic physiology of the cardiovascular sys- 
tem, Mondays, Los Angeles. 

*Oct. 8. St. Louis University, course for general practi- 
tioners in recent advances in hematology, Francis 
Hospital, Washington, Mo. (2 hrs.) 

*Oct. 8. Ohioe chapter and Ft. Steuben Academy of Medi- 
cine, programs on general medicine and general 
surgery, second Tuesday of each month, Ft. Steuben 
Hotel, Steubenville. (hr. for hr. attendance.) 

*Oct. 8-10. Lovisiana chapter, annual meeting, Francis 
Hotel, Monroe. 

*Cct. 9-10. Maryland chapter, ninth annual scientific 
meeting, Tide Water Inn, Easton. 

*Oct. 9-11. New Mexice chapter, annual meeting, Hotel 
Paso Del Norte, El Paso, Tex. 

*Oct. 10-11. South Daketa chapter, annual meeting, 
Vermillion. 

*Oct. 12-13. Arizona chapter, 1957 meeting, Maricopa 
Inn, Mesa. 

*Oct. 13-15. Nerth Carolina chapter, annual meeting, 
Hotel George Vanderbilt, Asheville. 
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Supplied in 5-cc vials, each ce 
containing 40 U.S.P. units of 
corticotropin adsorbed on zinc 
hydroxide (2.0 mg zinc/cc). 


you can treat HAY FEVER 
and other seasonal allergies 


easily with 


ACTH provides quick relief in hay fever, 
poison ivy, poison oak, sumac, asthma, and 
other summertime allergic manifestations. 
To achieve that relief with maximal conven- 
ience and ease, use Cortrophin-Zinc. Each 
injection lasts at least 24 hours in the most 
acute cases to 48 and even 72 hours in milder 
cases, meaning fewer injections and less total 
ACTH dosage. And Cortrophin-Zinc is easy 
to use, since it is an aqueous suspension 
which requires no preheating and flows easily 
through a 24-26 gauge needle. 


*T.M.—Cortrophin 
tPatent Pending. Available in other countries as Cortrophine-Z. 
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Medical Care for Public Assistance Recipients-Public Law 85-110 
(H.R. 7238) 

In 1956, Congress amended that part of the Social 
Security law under which the federal government con- 
tributes to the subsistence, including medical care, of 
an estimated 5.1 million public assistance recipients. 
The amendments, which became effective on July 1, 
1957, provide that the federal government’s contribu- 
tion for medical care on behalf of recipients would be 
paid to states on the basis of $3 per month per adult 
and $1.50 monthly for each dependent child (over and 
above maximum subsistence payments of $60 per 
month which are paid directly to recipients). 

To qualify for this new money, the states would have 
to agree to match the federal contribution and pay it 
directly to the vendors of medical care, (that is, to 
doctors, hospitals, druggists, etc.). No limitation other 
than the subsistence maximum was placed on medical 
payments paid directly to recipients. 

As a result, some states which make medical pay- 
ments directly to recipients would have been eligible, 
beginning on July 1, for an additional sum to pay 
vendors of medical services. However, the states which 
in the past had paid money directly to medical care 
vendors found that under the provisions of the law 
they would have to undertake costly administrative 
changes in their programs in order to qualify for the 
new money or, in the case of one state, face an actual 
loss in the amount of the federal contribution. H.R. 
7238 was introduced to rectify this latter situation. 

As it passed the House it provided that (1) the states 
could continue budgeting for medical care out of sub- 
sistence funds directly paid to recipients, (2) continue 
their previous medical-vendor payments arrangements 
within the $60 per month limitation, or (3) use a com- 
bination of the above programs. 

The Senate amended the bill by limiting the states 
to operating either under (1) or (2) above. By eliminat- 


GP Seotember 1957 


The AMA Washington Report highlights 

legislative activity of interest to physicians. 
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ing (3) the Senate estimated that a saving of $18 million 
per year could be made. Further, no state would lose 
any part of the federal contribution it previously re- 
ceived. The Senate also added an amendment relative 
to the social security coverage of state employees. 

To iron out the differences in their versions of the 
bill, a conference was called between members of the 
House and Senate. The Conference Committee agreed 
to accept the Senate version relative to the public 
assistance payments and to drop the Senate’s amend- 
ment concerning state employees. Its report was ac- 
cepted by both Houses and the bill was sent to the 
White House where it received Presidential signature. 


Health Insurance for Federal Employees 
S. 2339, Senator Johnston (D—S. C.) and Carlson (R—Kan.) 
This bill, approved by the Administration, would 
provide contributory group health insurance for 1.8 
million civilian federal workers and their 2.7 million 
dependents. The program would consist of both basic 
and major (catastrophic) coverage at an approximate 
total cost of $200 million per year. The federal govern- 
ment’s contribution would be $64.5 million annually. 
The employees would select the basic insurance 
coverage of their choice (including indemnity type 
plans), but such plans would have to meet minimum 
standards. To be acceptable an insurance plan would 
have to: (1) offer coverage at group rates, (2) offer 
coverage regardless of tl e race, sex, or hazardous em- 
ployment of the employee, (3) accept enrollment re- 
gardless of age or physical condition, (4) continue 
coverage if the employee were transferred from one 
agency to another, (5) issue the employee a policy or 
certificate, (6) give the employee and his dependents 
the right to continue coverage upon separation or re- 
tirement of the employee at rates not in excess of 
similar plans, (7) not reduce benefits or increase pre- 
miums because of age, (8) not exclude payment of 
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— Change leads by turning a knob, with “Instomatic” (amplifier- 
stabilizing) action automatically done for you as you turn the knob 


N elu Ss AN BORN ... mark patient’s name, data, date on record while its still in the 
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instrument, using a built-in writing surface... reload new chart 


MODEL 300 paper by lifting a cover, dropping in the roll, running motor... pick 
as & & up and carry the instrument to a hospital ward or patient’s home, as 
TT easily as you would a brief case. 


You can do every one of these — and a dozen more time-and- 
electrocardiograph effort-saving things — when you use the new Sanborn Model 300 
VISETTE electrocardiograph. This remarkable, moderately priced 
instrument has been designed to fulfill a single purpose: convenient 
*cardiography with no sacrifice in diagnostic accuracy. Here is an 
ECG that weighs only 18 pounds — no more than a portable type- 
writer; that occupies barely more space on the top of your desk 
than an 8%" x 11” letterhead; that encourages patient’s pre-test 
**peace of mind”, by its attractive, modern design; that shuts itself 
‘off, whea the cover is closed; that grounds itself when a button is 
pushed; that keeps electrodes, paste, cables and accessories from 
getting lost, by storing them in a cover compartment. 

In short, the VISETTE is the electrocardiograph for your 
practice today. Call the “Sanborn man” in or near your city for 
all the facts on the new 300 VISETTE. He’ll be glad to demon- 
strate, in your office and at your convenience, the most convenient 
ECG you've ever used. Or, write for descriptive literature, with 
details of 15-day Trial Plan. 


TRANSISTORIZED 
$625 del. 


SANBORN COMPANY 


175 WYMAN ST., WALTHAM 54, MASSACHUSETTS 
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benefits for conditions existing (except pregnancy) on 
the effective date of coverage. For the basic plan the 
government’s contribution would be one-third of the 
premium up to fifty cents bi-weekly for the employee 
only and $1.50 for the employee with dependents. 
When the employee retired, he could continue his 
basic insurance but the federal government would not 
contribute toward its cost. 

The federal government would contract for the pur- 
chase of catastrophic or major medical coverage. The 
bill requires that the major medical insurance coverage 
pay 75 per cent of medical costs not covered by the 
basic plan after a $100 deductible payment had been 
made by the employee. 

To avoid the necessity of establishing fee schedules 
to which the individual physician would have to ad- 
here, the Civil Service Commission would establish 
schedules of surgical charges for the various geographic 
areas of the United States. While this appears to be 
a contradiction, an example will serve to clarify. If the 
Civil Service schedule for the area provides for the 
payment of $150 for procedure X (to be paid by the 
basic plan) but because of complications the surgeon’s 
fee was $500, the employee would be required to pay 
the $100 deductible, thus leaving $250 to be paid. The 
major medical plan would pay 75 per cent of the re- 
maining $250 and the employee 25 per cent. On the 
other hand if the employee’s basic plan provides only 
$85 for a procedure which the Civil Service schedule 
lists as $150 and the surgeon’s fee was $500, the 
employee would be required to pay the difference be- 
tween what his basic plan provides and the $150 (i.e., 
$65) plus the $100 deductible before the major medical 
plan would come into operation. 

Benefits payable under the major medical coverage 
would be limited to a maximum of $10,000 and a 
calendar year maximum of $5,000 for the insured or 
retired employee and each covered dependent. Pro- 
vision is made for the reinstatement of the $10,000 
maximum under certain conditions. Because of fund- 
ing arrangements federal employees age 65 and retired 
employees would have their major medical insurance 
continued without further expense to the employee or 
the government. Under the bill the government would 
pay a flat one-third of the original premium amount- 
ing to 12% cents bi-weekly for single employees and 
37.5 cents for employees with dependents. 

Senator Johnson, Chairman of the Senate Commit- 
tee on Post Office and Civil Service and one of the 
authors of the bill, stated when he introduced the 
measure that it was too late for hearings this session. 
He indicated, however, that his committee staff would 
continue studying this proposal during the recess and 
public hearings would begin early in 1958. 
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Indications are that government employees’ unions 
feel that the federal contribution should be larger. 


Governmental Advisory Committees Control Act 
H.R. 7390, Representative Fascell (D—Fla.) 

This bill, which was primarily aimed at advisory 
committees used by the Department of Commerce, 
would require that all advisory committees to federal 
agencies: (1) be limited to purely advisory functions, 
(2) be chaired by full-time federal employees, (3) have 
their agendas prepared by full-time salaried officials, 
(4) keep full and complete minutes of meetings. 

Representatives of the American Medical Associa- 
tion pointed out to Mr. Fascell and leading members 
of the House that the bill’s broad language would 
have an adverse effect on medical advisory groups to 
the Public Health Service and the Hill-Burton Act. 
Under existing law the Surgeon General of the Public 
Health Service cannot make a National Institutes of 
Health grant unless it has been recommended by the 
appropriate advisory council. The advisory committee 
on the Hill-Burton program also has operative func- 
tions in the writing of regulations. 

Mr. Fascell and other sponsors of the bill assured 
the House that medical advisory committees with 
administrative or operative functions and statutory 
committees would be exempt from the bill’s provisions 
and the House then passed it by a voice vote. 


Veteran's Hospitalization and 
Workmen's Compensation 


Under the present laws and regulations a veteran 
with a non-service-connected disability may be given 
inpatient treatment at VA hospitals on a space-avail- 
able basis if he signs a statement to the effect that he 
cannot pay for medical care. In a number of cases 
veterans, entitled to workmen’s compensation, have 
been treated at Veterans Administration hospitals. 

As a result of conferences between representatives 
of the American Medical Association and officials of 
the Veterans Administration and other federal agen- 
cies, a new policy has been developed. Dr. Roy A. 
Wolford, Deputy Chief and Medical Director of the 
VA, has instructed that in cases where it has been 
established that the veteran is covered by workmen’s 
compensation for a non-service-connected injury, he 
will be asked to review his oath of “inability to pay” 
for private treatment and agree to being transferred to 
a non-Veterans Administration hospital if and when 
his condition permits. If the veteran refuses to change, 
a report on his case will be sent to the VA headquar- 
ters in Washington. The VA can refer such cases to 
the Justice Department for possible action. 
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iTS 
SUPERIORITY 
is OBVIOUS 


PROVIDES EFFECTIVE TREATMENT OF MINOR 
DERMAL DISORDERS—AIDS IN PREVENTING: 


¢ DIAPER RASH 
=< ¢ SUNBURN 
¢ SUPERFICIAL ULCERS 
INTERTRIGO 
¢ PRURITUS, ANI VULVAE 


As a skin “first aid’ HOLLANDEX OINTMENT with Vitamins A 
and D (as contained in natural Cod Liver Oil) helps promote skin 
healing. To further fortify and assure aid in healing tender skin 
surfaces by helping to prevent infections, HOLLANDEX contains a 
mild non-irritating but effective antiseptic . . . Hexachlorophene. 
An outstanding characteristic of this smooth, creamy, water re- 
pellent ointment is its unique property of providing an imper- 
ceptible protective film over the skin. This is of material benefit 
in providing a barrier between the skin and outside irritants. The 
specially formulated, deep penetrating base containing im- 
COMTAING: SILICONES 
NORWEGIAN COO-L 


HOLLAND RABTOS CO. 


proved lanolin aids in lubricating and relieving certain condi- 
tions marked by abnormal skin dryness. » » If you wanta 
protective and therapeutic ointment that will soothe and accelerate skin 
healing recommend and rely on... 


Not a cosmetic but a medicated ointment 


Holland-Rantos Company, Inc. - 145 Hudson Street - New York 13, N. Y. 
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“TOLERANCE...WAS EXCELLENT.’’* 


“appears to be the drug of choice 
in the treatment of long-standing edema.”* 


Demonstrated effectiveness and a low 
incidence of side reactions indicate a 
high order of usefulness for Rolicton 
(brand of amisometradine), the new 
orally effective diuretic agent. 

Relatively infrequent and benign side 
effects make the benefits of effective 
diuresis available to many patients who 
are intolerant to mercurials, sulfona- 
mides and other diuretics. 

Of thirty-six patients studied by 
Settel* most had ceased to take or were 
taking only sporadically “various types 
of mercurial and nonmercurial diu- 
retics orally” because of intolerance or 
ineffectiveness. Uninterrupted adminis- 
tration of Rolicton, on the other hand, 
was well tolerated. Urinary output in- 
creased an estimated 40 to 100 per cent. 
Patients lost from 2 to 9 pounds of 
weight during the first five days of 
treatment. 

Nonmercurial, nonxanthine and non- 
sulfonamide, Rolicton avoids the saw- 
tooth diuresis, the dangers of toxicity Sectioned glomerulus, — 
inherent in mercurial compounds, the _ showing folding of the 
relative ineffectiveness of xanthinep basement membrane 
derivatives, the undependable action, 
the disturbance to acid-base equilibrium 
and the possible hazard of sulfonamide 
agents in the presence of renal and 
Georders. *Settel, E.: Rolicton® (Aminoisometradine), a New, Nonmercurial 

ne tablet of Rolicton b.i.d. (after Diuretic, Postgrad. Med. 21:186 (Feb.) 1957. 
the first day’s dosage of four tablets) is 
sufficient to maintain most patients 


free of edema. G. D. Searle & Co., 
Chicago 80, Illinois. Research in the | SEARLE. 
Service of Medicine. 
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